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Carcinow (argentaffin) tumors have long been 
the subject of much discussion and interest be- 
cause of their unique combination of both benign 
and malignant characteristics. A considerable 
body of literature has accumulated since 
Lubarsch in 1888 recognized these growths as 
different from other varieties of neoplasms affect- 
ing the gastrointestinal tract (23). There are 
numerous excellent reports of scattered cases of 
duodenal carcinoids, but the recent discovery of 
a case by one of the authors (G.W.H.) has 
prompted us to review the literature and present 
this case, together with one other case found in 
this area within the past several months. A re- 
view of the literature shows that a total of 17 
cases of carcinoid of the duodenum which could 
be authenticated by pathological proof (Table 
I) have been previously reported. Five additional 
cases have been recorded (15), but 4 of them 
have no pathological confirmation, and the au- 
thor expresses doubt as to whether or not they 
were actually carcinoid tumors. The remaining 
case was a tumor which involved the ampulla of 
Vater and was reported as “carcinoma, but 
quite possibly carcinoid tumor’ (7). Thus, all 
the authenticated cases known to date are pre- 
sented in this study, and to these are added 2 
new Cases. 


Surgical Department, St. Elizabeth’s Hospital, Richmond, 
Virginia. 
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HISTORY 


Although Langhans, in 1867, reported what 
was probably a carcinoid tumor, the first clear 
description of this neoplasm was given by 
Lubarsch (23), in 1888, from 2 cases of multiple 
small tumors of the ileum found at autopsy. 
Although the histological structure was recog- 
nized as being different from that of adeno- 
carcinoma and no metastases were noted, 
Lubarsch considered the tumors as atypical 
primary carcinomas and called them “little 
carcinomas.” In 1907 Oberndorfer (29) dif- 
ferentiated these tumors from adenocarcinoma 
and suggested the name “carcinoid” to indicate 
that they follow a benign course in spite of their 
histologically malignant appearance, and for 
some years thereafter these tumors were be- 
lieved to be entirely benign. They have also been 
referred to as “argentaffin tumors” because of 
the silver-reducing granules which they usually 
contain. The designation “carcinoid” has been 
criticized because it minimizes the infiltrative 
and potentially malignant nature of the tumor. 
Likewise, the “‘argentaffin tumor”? is equally in- 
accurate because the silver-reducing granules 
are not always present, especially in the tumor 
involving the rectum. Dockerty and Ashburn 
(11) insisted that all carcinoid neoplasms are 
malignant and should be designated grade I 
adenocarcinomas to suggest that they are uni- 
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TABLE I.—CARCINOID TUMORS OF THE DUODENUM 


Author . Age 
Raiford 49 


Primary lesion 


0.5 cm. No ulceration None 


Ritchie 56 
Hannan 64 


None 
None 


No information 

1.2 x 1.8 cm. No ulceration 
Hannan 63 1.6 x 1.4 cm. involving am- None 
pulla. No ulceration 


Hannan 70 3 x 2. cm. No ulceration 


None 


Polivy 65 0.5 cm. No ulceration None 
Foreman 42 
Ebert 64 
Ebert 63 
Ebert 60 
Mrazek 62 
Mrazek 61 


None 
None 
None 
None 
None 
None 


0.6 cm. No ulceration 

0.6 cm. No ulceration 

1x No ulceration 

0.3 cm. No ulceration 

1.2 x 6 cm. No ulceration 

At. ampulla of Vater 
ulceration, Rec. lesion 


Mrazek 57 0.5 cm. No ulceration 


Liver, 


Scamurra 74 1.5 x 1.2. Superficial erosion None 


O'Sullivan 63 No ulceration None 


Brackin 44 Pedicle 3 cm. 
1.5 cm. sl. erosion 


3 x 3% cm. No ulceration 


None 


Ilgenfritz 49 Liver, 


Horsley & 46 
Golden 

Horsley & 70 
Golden 


4 cm. Ulceration Liver, 


1.5 cm. No ulceration None 


versally malignant and of specific cell origin. 
Many reports have appeared, further elucidating 
the structure and activity of this neoplasm, and 
its malignant nature has been definitely estab- 
lished. None of the terms are completely satis- 
factory, but “‘carcinoid’”’ has been used so fre- 
quently in the literature that this name will 
probably be retained until the exact nature of 
the tumor is known. 


HISTOGENESIS 


There are many theories concerning the origin 
of these tumors, but Masson’s view that they 
arise from the argentaffin cells of the intestinal 
epithelium is most generally accepted. Gosset 
and Masson (17), in 1914, demonstrated that 
the cells of the carcinoid tumor, like the Kul- 
chitzky cells that occur normally in the crypts of 
Lieberkiihn, contain cytoplasmic granules which 
will reduce an ammoniacal solution of silver 
nitrate and stain darkly. The Kulchitzky cells 
are normally present in small numbers, situated 
in the bases of the crypts of Lieberkiihn, through- 
out the gastrointestinal tract from the cardia to 


Metastasis 


nodes_ No information 


nodes *Nausea and vomiting, duo- 


Comments 
Local excision 


Clinical manifestations 
*Pain, vomiting, duodenal 
obstruction 
None Incidental finding at autopsy 
*Partial duodenal obstruction Duodenal ulcer; died 2 yrs. 
later without symptoms 
Living 3 mos. cholelithiasis 
Incidental finding at surgery 
Cholelithiasis 5 yrs. well. 
Incidental finding at surgery 
Duodenal ulcer ca. incidental 
finding 


Sy. of obstruction ampulla 
with common duct stone 
Sy. of cholecystitis 


*Pain, duodenal obstruction 


*Pain, vomiting, diarrhea 
No information Incidental finding at autopsy 
None Incidental finding at autopsy 
None Incidental finding at autopsy 

*Partial duodenal obstruction Resected, well 21 mos. later 
N & V; diarrhea, Jaundice Resected, died 21 mos. later 

(common duct) with recurrence 
Cachexia, no obstruction Died 24 mos. after pos. liver 
biopsy 

*Duodenal obstruction, pain, Duodenal ulcer 

nausea and vomiting 

*Pain, vomiting, duodenal 

obstruction 

*Pain, nausea, vomiting, 

duodenal obstruction 


Duodenal ulcer; subtotal re- 
section; living 6 mos. 
Resected, 84 yrs. later well 


Adm. cardiac failure and 
died. Liver tumor 

14 yrs. pos. ca. 6 yrs. 

Pancreaticoduodenostomy 

denal obstruction 


Gall bladder symptoms Cholecystitis with cholelithia- 


sis; resected 10 mos. well 


*Symptoms referable to lesion 


the anus. It is believed by a number of investiga- 
tors that the segmental distribution of carcinoid 
tumors along the gastrointestinal tract varies in 
proportion to the number of these cells found in 
a given area (10, 18, 36, 38). These tumors occur 
most frequently in the appendix and then appear 
with decreasing frequency in the terminal ileum, 
jejunum, rectum, colon, cecum, stomach, gall- 
bladder, and duodenum. This relationship is 
taken as indirect evidence of the argentaffin cell 
theory of origin in that the incidence of these tu- 
mors rather closely follows this cell distribution. 
Some authorities differ, however, and state that 
the crypts of Lieberkiihn containing the Kul- 
chitzky cells are more numerous in the duodenum 
and appendix than elsewhere (9, 26). It is 
generally agreed, however, that the argentaffin 
cells are most numerous in the appendix, and it 
is in this region that the large majority of carci- 
noid tumors are located. 

Neither the origin nor function of the argental- 
fin cells is known. Raiford (34) suggested that 
their embryologic origin is from neuroectoderm 
and that they function as part of the chromaffin 
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system, whereas Masson (25) suggested that the 
secretions of the Kulchitzky cells act on the 
mucosal plexus and influence the activity of the 
muscularis mucosa, thereby suggesting the term 
“neurocrine tumor.” Still other investigators 
have imputed an enzymatic action to the glands 
supplying ferments to the intestinal juices (39). 

Carcinoid tumorsare present in approximately 
0.2 per cent of all autopsies and surgical speci- 
mens (21, 34, 35) and make up 8 per cent of all 
neoplasms of the small intestine (2). “‘Malig- 
nant”? carcinoid tumors comprise 23 per cent of 
all malignant neoplasms affecting the small bowel 
(11). It is stated that 85 to 96 per cent of all 
gastrointestinal carcinoids are located in the ap- 
pendix or ileocecal region (2, 8, 29, 31). 


MALIGNANCY 


Carcinoid tumors of the appendix are almost 
always benign, only 23 cases showing clinical 
malignancy having been reported to date. 
Various reports, however, show that from 18.3 
to 52 per cent of small intestinal carcinoids have 
metastatic spread (2, 8, 31, 34, 35). Wyatt (40) 
showed that 22.5 per cent of all recorded car- 
cinoids of the small intestine are malignant, and 
Ashworth and Wallace (3) report 25 per cent of 
the carcinoids in unusual locations, e.g., gall- 
bladder, diverticulum, mesentery, show meta- 
static spread. Of the duodenal cases reviewed and 
presented here, only 3 (15.8 per cent) had me- 
tastasized. Because of the small number of duo- 
denal cases reported, the malignant potential 
of these tumors cannot be accurately estab- 
lished. The figure, however, does not differ 
markedly from the incidence of malignancy in 
carcinoids of other portions of the gastrointestinal 
tract. There is no correlation between the num- 
ber or size of the primary growths and the likeli- 
hood of metastasis, although it is probable that 
the larger lesions, especially those more than 1.5 
cm. in diameter, have been present longer and, 
therefore, have had more opportunity to metas- 
tasize (22). 


PATHOLOGY 


The gross appearance of the carcinoid tumor 
varies somewhat according to its location, but 
the characteristic lesion is that of one or more 
small, firm submucosal nodules which are usu- 
ally sharply outlined and covered by intact 
mucous membrane. The cut surface of the tumor 
presents an homogeneous yellowish to tan or 


gray appearance and is firm though not hard or 
gritty in consistency. The metastases produce a 
similar appearance on section. Occasionally a 
projecting polypoid type of tumor will occur and 
may even initiate an intussusception. The 
mucosa rarely becomes ulcerated although it 
may frequently appear thinned out and atrophic 
due to intraluminal expansion of the growing 
tumor. When ulceration of the mucosa does oc- 
cur, it is most likely observed in the larger rectal 
carcinoids, as a result of trauma caused by the 
passage of the intestinal contents over the mucosa 
covering the unyielding neoplasm. As it be- 
comes larger, the tumor either becomes poly- 
poid into the lumen or infiltrates through the 
successive layers of the bowel wall to invade 
finally the serosa and mesentery. Following in- 
vasion of the muscularis and the serosa, these 
tumors invade the mesenteric fat directly and 
spread through the lymphatic channels to the 
regional lymph nodes. Frequently the sub- 
mucosal veins are invaded and metastatic im- 
plants develop in the liver. Occasionally metas- 
tasis occurs by seeding throughout the peritoneal 
cavity and by vascular spread to the lungs, 
brain, bones, and other tissues of the body. 


MICROSCOPIC 


Microscopically, the carcinoid tumors present 
a fairly characteristic and constant histological 
picture. Their composition varies from compact 
cellular nests of a few cells to large sheets of the 
epithelial type of cells, small and uniform in size, 
polygonal or columnar in shape, and occasionally 
with some palisading. The centrally located 
vesicular nuclei are spherical to ovoid in shape 
with a well defined nuclear membrane and con- 
taining a stippling of chromatin. The cells have 
indistinct membranes and are largely arranged 
in solid, closely packed masses which are sepa- 
rated by a stroma of hyperplastic connective 
tissue and smooth muscle fibers. The cytoplasm 
is finely granular, slightly acidophilic, vacuo- 
lated, and contains granules which stain brown 
or black with an ammoniacal solution of silver 
nitrate. The vacuoles contain a lipoid material 
which is probably responsible for the yellow color 
of the gross cut surface (37). 

The uniform appearance of the cells and their 
nuclei and the rarity of mitotic figures serve to 
distinguish the carcinoid tumor from carcinoma. 
The cells themselves are usually arranged in 
solid masses, cords, strands, columns, or ribbon- 
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like patterns; and occasionally pseudoglandular 
formations are seen. Even in the metastatic 
growths the cells are columnar in shape, with 
well defined cell borders and basally situated 
nuclei. A true lumen is not present, but a rosette 
appearance results because of the presence of a 
centrally placed eosinophilic globule. Both solid 
and glandular cell arrangements may be found 
in the same tumor, but there is usually a pre- 
ponderance of one type. The stroma is moder- 
ately vascular and contains much hyperplastic 
fibrous tissue. There is no actual capsule present; 
however, in many instances a condensation of 
fibrous tissue and smooth muscle about the 
periphery of the tumor gives it the appearance of 
a pseudocapsule. 

The silver-reducing property is found fairly 
constantly in carcinoid tumors of the gastroin- 
testinal tract but may be absent in some cases, 
usually in carcinoids of the rectum (22). While 
carcinoid tumors are essentially uniform in pat- 
tern, some show more pleomorphism and mitotic 
activity than others. Most authors agree that dif- 
ferentiation between the metastasizing and non- 
metastasizing tumors cannot be made from their 
microscopic appearance (1, 20, 29, 31, 34). 
Mrazek and his coworkers (28) and Bailey (4), 
however, believe that malignancy can be de- 
termined histologically by the usual features ap- 
plied to other types of carcinoma and that the 
degree of pleomorphism and mitosis correlates 
with clinical malignancy. Quite often the carci- 
noid tumors presenting the most regular and 
uniform histologic appearance may produce 
widespread metastasis, while the more atypical 
ones pursue a completely benign course. The 
most reliable microscopic index of malignancy, 
therefore, seems to be the extension of the tumor 
growth beyond the submucosa and into the 
muscularis, serosa, or lymphatics (22). 

Although the 17 authenticated cases reviewed 
here, plus the 2 presented by the authors, com- 
prise a small group, it is hoped that some gen- 
eral conclusion may be drawn concerning the 
clinical characteristics and behavior of carci- 
noids in this locality. Of these 19 cases reported, 
4 were incidental findings at autopsy and infor- 
mation concerning them is scanty. 

These duodenal neoplasms occur in persons 
ranging in age from 44 to 70 years (average 
58.3). This seems to be consistent with the gen- 
eral age of individuals at the time of diagnosis 
who have carcinoids elsewhere in the gastroin- 


testinal tract, with the exception of the ap. 
pendical group (8). The average age of patients 
with carcinoids of the small intestine, according 
to Ariel, is 57 years (2). Patients with appendical 
carcinoids are much younger, their average age 
being 25 years (2). Several authors (2, 8, 32) 
have called attention to the fact that the younger 
age of the patients with appendical carcinoids is 
most likely correlated with the earlier produc- 
tion of symptoms, and consequently earlier 
recognition of such carcinoids. 

There appears to be no definite relation of in- 
cidence to sex in the literature, and of the cases 
presented here, 10 occurred in males and 9 in 
females. 


CLINICAL FEATURES 


The most common clinical manifestations of 
small intestine argentaffin tumors are those of 
obstruction (27). Many of the tumors are small 
and asymptomatic; however, their tendency to 
produce symptoms is greater than is generally 
appreciated. Cooke (8) lists 17.4 per cent as hav- 
ing produced symptoms of obstruction, and 
Ariel (2) describes clinical manifestations present 
in 36 per cent. In addition to the varying de- 
grees of obstruction, these patients sometimes had 
diarrhea, weakness, and weight loss (18, 27). 
Carcinoid tumors of the appendix frequently 
produce obstruction or inflammatory reaction of 
this organ, either of which leads to the signs and 
symptoms of acute appendicitis. 

Of the collected group of carcinoids pre- 
sented here, 4 were found incidentally at autopsy 
and no clinical data was available for them. In 
12 (80 per cent) of the remaining 15 cases, 
clinical symptoms were present. Of the 12 pa- 
tients, 9 (75 per cent) complained of symptoms 
referable to partial duodenal obstruction, and 
in several cases this obstruction occurred in 
the presence of either active duodenal ulcers or 
healed ulcers with fibrosis and scarring. Nausea, 
vomiting, weight loss, occasional diarrhea, and 
epigastric discomfort were almost constant find- 
ings. In 2 cases (19) the presenting symptoms 
were those of cholecystitis with cholelithiasis and 
obstruction of the common duct by the tumor. 
In the case of a possible carcinoid of the am- 
pulla of Vater reported by Brunschwig (7) this 
was also true. It is interesting to note that of the 
15 patients with a clinical history, at least 3 
(20 per cent) had cholecystitis accompanied by 
cholelithiasis. 
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Of the 19 cases presented, only one (32) gave 
a history of melena and in this one an active 
duodenal ulcer was found. There was no ulcera- 
tion or erosion of the mucosal surface covering 
the tumor in 15 of the cases; and in 2 of the 4 
cases showing ulceration there was only very 
slight or superficial erosion. In another case with 
ulceration the latter was found only in a recur- 
rent fibrotic tumor after primary resection (28). 

The size of the carcinoids of the duodenum 
ranged from 0.3 cm. to 4 cm. in diameter, gen- 
erally averaging 1.5 cm. in diameter. Thus it ap- 
pears that carcinoids in this region tend to pro- 
duce clinical symptoms more frequently than 
those in other parts of the small intestine. This 
can probably be explained on the basis of the 
combination of intraluminal projection of the 
tumor and the associated fibrosis in a relatively 
fixed portion of the gastrointestinal tract. 


DIAGNOSIS 


Contrary to most previous ideas that extra- 
appendical carcinoid tumors produce no symp- 
toms until malignant activation and metastatic 
spread have taken place (19, 22), our review 
seems to indicate that obstructive symptoms are 
frequently present before the tumor has metas- 
tasized. Of the 10 cases with symptoms of ob- 
struction of the duodenum reviewed here, only 
one showed evidence of metastasis. The toxic 
debilitating effects of the usual types of infiltrat- 
ing or metastatic malignant disease are noted in 
only a small percentage of carcinoid tumors, 
however large the growths may become. Since 
the carcinoid tumors rarely ulcerate and bleed, 
a guaiac test is usually negative and is of little 
benefit in the diagnosis of these tumors (35). 
Recently Fein and Knudtson (14) demonstrated 
definitely elevated serum levels of serotonin and 
urine levels of 5-hydroxyindolacetic acid in a pa- 
tient with malignant carcinoid tumor and liver 
metastasis. These diagnostic procedures may be- 
come valuable aids in the earlier diagnosis of 
these neoplasms. 


TREATMENT 


Because of the tendency toward prolonged 
survival of patients with carcinoid tumors and 
the characteristic slow growth of the lesions, it is 
generally agreed that the treatment of choice is 
| surgical excision of the tumor and as much of its 
Metastatic spread as possible. Noninvasive tu- 
mors should also be removed because of their 


known metastatic potential and possibility of ob- 
struction. Removal of as much of the tumor as 
possible may permit a prolongation of life, often 
symptom free, for many years. A famous case 
was reported by Mallory (24), in which a small 
bowel carcinoid tumor was removed together 
with a portion of the tumor in the adjacent 
mesentery; large tumor masses were left in the 
base of the mesentery and yet 20 years later, 
when death occurred from an unrelated cause, 
autopsy revealed that the same tumor masses 
were present as partially calcified nodules at the 
base of the mesentery. Several workers have re- 
ported cases in which the patients lived 15 to 19 
years after operation even though hepatic 
metastasis was found in some during the opera- 
tion (17, 22, 28, 31). One of the present authors, 
Horsley (20), has advocated resection of carci- 
noid tumors even in the presence of metastasis, 
and other authors (7, 13, 22, 28), in general, 
concur because it is not unusual to see meta- 
static deposits become stationary after removal 
of the primary growth. Roentgen-ray irradiation 
has been shown to have no appreciable effect 
upon the tumor (6, 31), and nitrogen mustard 
therapy is of no demonstrable value (22). Since 
these tumors may remain stationary or even de- 
crease in size spontaneously after removal of the 
primary lesion, it has been impossible to evaluate 
the physical or chemical therapeutic agents ac- 
curately in the relatively small number of cases 
reported up to this time. 

These tumors present a challenge to modern 
surgery, for with the possibility of early diag- 
nosis, combined with their relatively slow growth, 
one would expect carcinoids to be more amen- 
able to surgical treatment than other malignant 
tumors of the intestine. 


SUMMARY OF CASES 


Case 1.! The patient was a 49 year old colored 
female (BO 79496) admitted to the Medical 
College of the Virginia Hospital on January 5, 
1950, with a 3 weeks’ history of epigastric dis- 
comfort, nausea, vomiting, and progressive 
weakness. Physical examination was essentially 
negative except for epigastric tenderness, and 
laboratory tests showed only moderate anemia. 
Gastrointestinal series were reported as showing 
a duodenal niche posteriorly and compatible 
with an obstructing duodenal lesion from an old 
ulcer scar. There was 50 per cent retention in 6 

1Reported with permission of Yale Zimberg, M. D. 
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LYMPH nt 


PYLORUS 


AMPULLA 
OF VATER 


Fic. 1. Case 1. Specimen removed at operation. Show- 
ing the lesion with ulcer and extension to the local lymph 
nodes. 


hours. The patient’s condition improved on diet 
and antispasmodics and she was then dis- 
charged. 

She was free from gastrointestinal complaints 
for 2 years and then was readmitted with the 
same complaints. Gastrointestinal series at this 
time revealed that the duodenal bulb was well 
filled “with an obstructing lesion just distal to 
the bulb,” and marked 6 hour retention. The 
symptoms again subsided under treatment but 
recurred 15 months later, when she was found to 
have an incomplete mechanical pyloroduodenal 
obstruction with almost complete retention, 
anemia, and weight loss. 

Gross. At operation on July 6, 1955, the mid- 
portion of the duodenum was found to be in- 
volved in an 8 by 6 by 4 cm. mass of tumor in- 
volving the duodenal wall and lymph nodes. 
The tumor involved the entire duodenal wall, 
extended into the peripheral portion of the head 
of the pancreas, and affected numerous pan- 
creatic and duodenal lymph nodes. There were 
several small nodules in the liver which were 
questionably carcinoids. A subtotal gastrectomy 
with concomitant pancreaticoduodenectomy was 
done. The lesion was well circumscribed, firm, 
fleshy, and of a brown ochre color with a glisten- 
ing granular surface which embraced the bowel 
wall, causing stenosis and distortion. The luminal 
surface presented a 1 by 14 cm. ulceration. The 
tumor itself was well encapsulated and meas- 
ured 4 cm. in diameter (Fic. 1). 


Microscopic. There were irregular anastomosing 
bands and nests of neoplastic cells lying within 
scanty connective stroma. The cells were uni- 
form in size and shape generally with eosino- 
philic cytoplasm and rounded chromatic nuclei, 
There was a tendency toward pseudoglandular 
formation (Fic. 2). 

The postoperative course was satisfactory and 
recovery uneventful. The patient became asymp- 
tomatic, gained weight, and at the last examina- 
tion, 6 months after operation, was gaining 
strength and having no discomfort nor obstruc- 
tive symptoms. 

Case 2. Mrs. I. T. K., a 70 year old white 
female, was admitted to St. Elizabeth’s Hospital 
on September 28, 1955, with the chief complaint 
of postprandial epigastric pain and discomfort 
of some 2 years’ duration. The pain radiated to 
the left side, the right lower abdomen, through 
to the back, and was partly relieved by vomiting 
or belching. The symptoms became progres- 
sively more severe, and the patient developed an 
intolerance to fatty or greasy foods. There was 
no history of jaundice, hematemesis, melena, or 
loss of weight or strength. 


Fic. 2. Photomicrograph of tumor from Case 1. The 
cells are uniform in size and shape. There is a tendency 


toward pseudoglandular formation. 
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The routine examination was essentially nega- 
tive, and the physical examination revealed 
moderate tenderness in the epigastrium and the 
right upper abdomen. The laboratory findings 
were essentially normal, and repeated gallblad- 
der series showed a poorly functioning gallblad- 
der with numerous negative shadows, thought to 
be gallstones. A cholecystectomy was advised. 

On October 3, 1955, an exploratory laparot- 
omy was done and a small firm nodule was pal- 
pated in the first portion of the duodenum, just 
distal to the pyloric sphincter (Fic. 3). The 
lesion was a firm, well demarcated nodule, 1.5 
cm. in diameter, which first appeared to be en- 
capsulated. The mucosa, however, was intact 
but densely adherent, and the tumor invaded 
the muscularis layer. There were no metastatic 
lesions or nodes, and the tumor mass was excised 
with the entire serosa, muscularis, and mucosa. 
The duodenum was then closed in layers in a 
transverse manner. The nodule was firm in con- 
sistency, and the cut surface was fibrous in ap- 
pearance with several small colloidlike spaces. 
Frozen section revealed fibrous stroma with some 
glandularlike tissue throughout the tumor. The 
gallbladder was thick, edematous, and filled with 
numerous stones; it was removed. 

Gross. The tumor was a round nodule 1.5 cm. 
in diameter, partly encapsulated, and projecting 
intraluminally. It was covered by adherent duo- 
denal mucosa, but showed no ulceration. The 
tumor mass apparently involved the muscularis 
of the duodenal wall, and its cut surface pre- 
sented a fibrous appearance with small colloid- 
like spaces throughout. 


_ Fic. 3. Case 2. Drawing of tumor showing its position 
in the duodenum and its relation to the pyloric sphincter. 


Fic. 4. Photomicrograph of the specimen from Case 2. 
The cells vary from polyhedral to columnar in shape. No 
mitotic activity was observed. 


Microscopic. The microscopic picture showed a 
circumscribed tumor composed of compactly ar- 
ranged islands of cells in the submucosa, mus- 
cularis, and subserosa of the intestinal wall (Fic. 
4). Both solid and pseudoglandular arrange- 
ments of cells were present, but with a pre- 
dominance of the latter. The individual cells 
varied from polyhedral to columnar in shape, 
showed moderate amounts of finely granular 
eosinophilic cytoplasm and oval to round vesic- 
ular nuclei containing coarse chromatin gran- 
ules. Homogeneous eosinophilic masses were 
often seen in the center of the pseudoglands. No 
mitotic activity was observed, but perivascular 
lymphatic plugging by the tumor masses was 
frequently seen. : 

The postoperative course was uneventful and 
convalescence was satisfactory. The patient was 
discharged on October 16, 1955, in good condi- 
tion, and frequent follow-up examinations up to 
the present time showed her to be asymptomatic. 

In summary, a brief review of carcinoid of the 
gastrointestinal tract has been given along with 
a more detailed discussion of all known cases of 
carcinoids of the duodenum. The symptoms and 
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prognoses of these cases have been presented and 
tabulated. 

Two new cases are reported which makes the 
total number of authenticated cases of carcinoid 
of the duodenum now 19. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


HEAD 


Secre' Sialography in Diseases of the Major Sali- 
vary Glands. Puitip Rusin and Joun F. Hott. Am. 7. 
Roentg., 1957, 77: 575. 


SECRETORY SIALOGRAPHY includes postinjection films 
of the salivary glands following stimulation of the 
salivary flow. Stenson’s or Wharton’s duct is can- 
nulated with a No. 60 polyethylene catheter. Radi- 
opaque material (preferably pantopaque) is injected 
through the catheter until pain occurs, and injection 
phase stereoscopic roentgenograms are made. The 
patient then sucks a lemon for 1 minute to stimulate 
the salivary flow. The poststimulation films are made 
5 minutes later. The normal salivary gland empties 
in less than 5 minutes. If the poststimulation film 
shows retention of the contrast material, films are 
repeated after 1 and 24 hours. 

Sialography is contraindicated in acute inflamma- 
tion of the salivary glands. For simplicity and cor- 
relation of x-ray findings, the authors classify chronic 
enlargement of the salivary glands as chronic ob- 
structive sialodochiectasis or chronic nonobstructive 
sialodochiectasis. Obstructive sialodochiectasis is sub- 
divided into those conditions with calculi and those 
with strictures. Nonobstructive sialodochiectasis in- 
cludes recurrent sialadenitis in children, recurrent 
pyogenic parotitis in adults, Sjérgen’s syndrome, and 
Mikulicz’s disease. 

In chronic obstructive sialodochiectasis the usual 
sialographic finding is dilatation of the main duct and 
its primary and secondary ramifications. In non- 
obstructive sialodochiectasis the main duct remains 
relatively normal and there are changes in the more 
peripheral ducts. Retention of the dye after salivary 
stimulation indicates the degree of obstruction and 
impairment of secretory function. 

cretory sialography may be of occasional help in 
the diagnosis of tumors. 

The article contains considerable detail of technique 
and interpretation. There is pon i of clinical 
material, radiographic findings, and pathologic studies. 


The Use of Tongue Flaps in Head and Neck 6 
OHN J. ConLey, De Amesti, and Max K. 
RCE. Surgery, 1957, 41: 745. 


Tuts ARTICLE deals with the use of the tongue in clos- 
ing various surgical wounds of the head and neck, 
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usually the result of radical removal of malignant le- 
sions. The authors list eight separate anatomic situa- 
tions in which utilization of the tongue as a flap is 
practical. 

In resection of a large lesion of the floor of the 
mouth, mandible, and tongue, the residual portion of 
the tongue is sutured to the mucous membrane of the 
ipsilateral cheek, thus effecting a direct closure. When 
an immediate graft is done the tongue can be used to 
cover as well as nourish the graft. Mobility is usually 
adequate due to the flexibility of the cheek. 

When the lesion is limited to the floor of the mouth 
and tongue with involvement of the mandible, the 
primary lesion as well as the contents of the ipsilateral 
neck are removed by the “pull through” technique. 
The residual portion of the tongue is then secured to 
the mandibular arch by circumferential sutures and 
the defect is closed. In this technique, however, mo- 
bility is limited. 

Extensive extirpation of lesions of the mid anterior 
floor of the mouth usually leave a large defect. After 
the radical resection the residium of the tongue is su- 
tured to the inferior aspect of the mucous membrane 
of the lower lip. The vitallium graft is, therefore, cov- 
ered intraorally by the tongue. 

Extensive lesions of the tonsil, soft palate, and later- 
al oropharynx are best handled by radical resection. 
The defect is closed by utilizing the lateral and pos- 
= aspects of the tongue and rotating to fill the 

ect. 

For large tumors of the lateral pharnyx and base of 
the tongue the treatment of choice is radical excision 
of these organs in continuity with a radical neck dis- 
section. The posterior and inferior border of the 
tongue is then sutured to the mucosa of the orophar- 
ynx and hypopharynx. 

The treatment of extensive lesions of the base of the 
tongue and larynx is radical extirpation with neck 
dissection. The base of the tongue is then pulled down 
and sutured to the mucosa of the hypopharynx or 
upper esophagus. 

The authors describe two other variations. If the 
major portion of the pharynx is removed in conjunc- 
tion with a neck dissection there will be a large 
pharyngostome. The tongue serves as a valuable or- 
gan to close the defect. The other variation described 
is utilized for covering the carotid vessels following 
irradiation and extensive surgery. . 

—G. George Maier, M.D. 
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EYE 


Electronystagmography in the Caloric Test. JAN 
STAHLE. ys Soc. med. Upsaliensis, 1957, 61: 307. 


THE LITERATURE concerning caloric vestibular testing 
is reviewed in brief, and the author’s experimental 
investigation of the problem is described. Tests were 
carried out at 30 degrees and 44 degrees C. on 30 
normal subjects, with the ears being irrigated for 30 
seconds. The eye reactions were recorded by electro- 
nystagmography which permits estimation of the 
latent period, duration, number of beats, total am- 
plitude, eye speed in the slow phase, and intensity of 
nystagmus. The normal variations in different com- 
ponents of nystagmus are described. 

The average latent period for both cold and hot 
syringing is about 25 seconds. Establishment of the 
latent period would seem to be a useful complement 
to the investigation, particularly in cases of directional 
preponderance. 

Cold and hot syringing produce equal reactions 
with regard to duration and other components. The 
average duration in this series is 177 seconds. The 
right and left labyrinths are equally sensitive. Right 
and left beating nystagmus are found to be symmet- 
rical for all components, with no preponderance to 
either side. 

The results indicate that Ewald’s second law is 
inapplicable to man. 

The inhibitory effect of fixation on nystagmus is 
demonstrated. The duration as measured from the 
nystagmogram is almost twice that observed without 
the use of fixation-inhibiting spectacles. 

The duration of nystagmus appears to be less sub- 
ject to individual variations than other factors, of 
which the total amplitude displays the greatest. The 
duration is affected to only a minor degree by the 
number of beats, total amplitude, and intensity, but 
these three factors are correlated. Simultaneous 
quantitative estimation of several of the components 
of nystagmus seems to be desirable in order to 
obtain a better general impression of the vestibular 
reaction. 

Dysrhythmia in caloric nystagmus is sometimes 
seen in normal individuals. Response decline is dis- 
cussed in relation to caloric nystagmus. The phe- 
nomenon does not depend upon duration, number of 
beats, or total amplitude, but the effect of intensity 
cannot be excluded. It may probably be disregarded 
in clinical practice. — john R. Lindsay, M.D. 


Tissue Responses in Ocular Wounds, Joun H. Dun- 
NINGTON. Am. 7. Ophth., 1957, 43: 667. 


Tue various fibers and the components of the ground 
substance of connective tissue are discussed, including 
the origin of each. The process of repair begins within 
a few hours after injury. The early stages of healing 
are important. Experiments to establish the pattern of 
normal healing of a limbal wound were performed, 
using the Rhesus monkey and the cat. Metachromasia, 
which is considered evidence of activated mucopoly- 
saccharides in the ground substance, was demon- 
strated by the toluidine blue stain. The appearance of 
metachromatic granules in the various tissues adja- 
cent to the wound is described. Wilder’s silver carbon- 


ate stain was used to demonstrate the presence of reti- 
culin fibers and the Van Gieson stain to demonstrate 
collagen fibers. The first appearance of both of these 
types and the subsequent changes found in them are 
described. 

The role played by proteolytic enzymes released 
within the first few hours after injury are discussed. 
The initial response to tissue injury may be the libera- 
tion of a proteolytic substance. This agent activates a 
chemotactic substance which in turn attracts poly- 
morphonuclear leucocytes. During the first few post- 
operative days, polymorphonuclear cells, lympho- 
cytes, and macrophages appear within the area of the 
wound. 

The first cells liberate proteolytic enzymes, while 
the macrophages may act as precursors of fibro- 
blasts which appear in the wound area on the third or 
fourth postoperative day. A protein component of the 
fibroblasts and the mucopolysaccharides of the ground 
substance react to form a procollagen which becomes 
collagen. The formation of reticulin precedes collagen 
formation and reticulin is intimately concerned in 
its formation. The time at which metachromasia of 
the ground substance is first observed in the cornea at 
the limbal section is a matter of dispute but its appear- 
ance may parallel the formation of collagen fibers. 

—F. Fack Stokes, M.D. 


Carcinomas in the Region of the Lacrimal Sac. Ep- 
MUND B. Spaetu. Arch. Ophth., Chic., 1957, 57: 689. 


THE AUTHOR presents an analysis of the rare problem 
of carcinomas of the lacrimal sac in the light of 7 cases 
seen by him. Details are given in only 2 cases (ages 70 
and 38). All 7 cases were thought to be of primary 
origin within the sac, though other observers have be- 
lieved that carcinoma here is more commonly second- 


Two of the reported cases were of squamous cell 
types and the remainder were of basal cell types. Other 
cell types reported in carcinoma of the lacrimal sac 
have been adenocarcinoma, cylindrical-cell epithe- 
lioma, and transitional-cell types. 

Carcinoma of the sac may arise from the more com- 
mon benign papilloma, by extension of epithelial cell 
malignancy from the conjunctiva, or from a long- 
standing dacryocystitis. 

Early diagnosis is essential but often difficult be- 
cause of the insidious onset with symptoms suggesting 
more common types of obstruction. Primary surgery 
should include removal of the prelacrimal region, the 
inner canthal angle of the lids, plus the bony and the 
membranous lacrimal-nasal passage. In all cases the 
entire length of the nasolacrimal passage must be 
visualized and usually removed. 

Among the 7 reported cases, 2 patients were lost to 
follow-up after a 2 year survival, 2 are dead, 2 have 
sustained 5 year cures, and 1 is currently undergoing 
plastic repair. Three of the 7 patients have had recur- 
rences at the operative site. Recurrences should be 
treated with wide radical excision and orbital exente- 
ration. X-ray therapy is a necessary part of treatment, 
and its adverse effects must be weighed in regard to 
subsequent plastic repairs. Such plastic corrections 
must be delayed until recurrences are unlikely. 

—Arthur H. Keeney, M.D. 
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Summary of the S ium on Viral Keratocon- 
junctivitis. HYGESON and ERNnEsT JAWETZ. 
‘Am. F. Ophth., 1957, 43: 161. 

THE SYMPOSIUM on viral keratoconjunctivitis in which 

pharyngoconjunctival fever, epidemic keratocon- 

junctivitis, and herpetic conjunctivitis were discussed 
can be summarized as follows: 

Pharyngoconjunctival fever clinically shows fol- 
licular conjunctivitis with preauricular adenopathy. 
The cornea shows epithelial changes, and in some 
cases these changes are difficult to distinguish from 
keratoconjunctivitis. In epidemic cases the differential 
diagnosis is easier. The infection apparently is trans- 
mitted through swimming pools and the like. There 
have been no hospital or office epidemics of this con- 
dition. The etiologic factor is usually adenovirus 


keratoconjunctivitis is usually accom- 
panied by an acute follicular conjunctivitis with mem- 
brane and adenopathy. Keratitis is a quite definite 
condition consisting of subepithelial infiltrates. This 
latter condition is much more severe and prolonged 
than the previous condition. Keratitis does not usually 
occur in children. The etiologic factor in epidemic 
keratoconjunctivitis seems to be adenovirus type 8, 
and the disease is very contagious. 

Herpetic keratitis has been much more prevalent 
since the war. Usually it appears as a dendritic ulcer, 
or keratitis and hypopyon may develop. It is generally 
agreed that the topical use of steroid hormones con- 
tribute to the high incidence of complications. 

Much work remains to be done in this field. 

—Earl H. Merz, M.D. 


A Clinical Study of Radiation Cataracts and the Re- 
lationship to Dose. Gzorce R. MErriAM, JR. and 
EvizaBetH F. Focut. Am. 7. Roentg., 1957, 77:759; 
Tr. Am. Ophth. Soc., 1956, 54: 611. 


THE AUTHORS conducted a careful experimental and 
analytic study based on clinical records of the Memo- 
tial Center and the Institute for Ophthalmology in 
New York. Data were obtained on 173 patients who 
had received radiation about the head (for neoplasms 
of the eye, orbit, lids, cheeks, nose, sinus, pharynx, 
palate, and gums), so that the treatment factors could 
be accurately reconstructed and delivered to a phan- 
tom skull filled with sucrose and magnesium car- 
bonate and covered with wax to simulate skin compo- 
sition. A Baldwin-Farmer condensing ionization 
chamber was placed in a plastic eye and suitably posi- 
tioned in wax in the orbit. Radiation was computed 
from these chamber readings as roentgen units (round- 
ed off to the nearest 50) at the lens. In 100 of the 
patients morphologically and clinically identifiable 
radiation cataracts had developed (senile and other 
complicating opacities were excluded from the series), 
and in 73 lens’ opacities had not developed. The age, 
sex, histologic diagnosis, radiation factors, duration of 
therapy, dose in roentgens at the lens, interval before 
the appearance of cataract, length of follow-up, and 
Progressiveness in each patient are tabulated. 

For the group of 11 patients with radiation cata- 
tacts, the dosage varied between 200 and 6,900 
roentgens at the lens. The non-cataractous patients 
all received dosages of less than 1,150 roentgens. 
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Single treatments had been given in 37 cases and in 
20 of these patients (receiving 200 to 1,150 roentgens) 
cataracts developed; in the remaining 17 (receiving 
dosages from 40 to 175 roentgens) cataracts did not 
develop. 

Fractionated treatments (3 weeks to 3 months) had 
been given in 87 cases and in 49 of these (receiving 400 
to 6,100 roentgens) cataracts developed; in the re- 
maining 38 (receiving dosages from 50 to 1,000 
roentgens) cataracts did not develop. 

Divided treatments extending over more than 3 
months had been given in 48 cases and in 28 of these 
(receiving 550 to 6,900 roentgens) cataracts devel- 
oped; in the remaining 15 (receiving dosages from 100 
to 1,100 roentgens) cataracts did not develop. 

Of the entire series, only 1 case showed a significant 
amount of radiation to the lens from 100 to 140 kilo- 
volt roentgen rays, and this was associated with in- 
adequate shielding. Injury to the lens resulted from 
treatment with 200 to 250 kilovolt roentgen rays and 
with radium. 

Of the many variables analyzed by the authors, the 
time of onset was the most difficult to establish and 
probably varied from 4 months to 28.5 years after 
completion of therapy. The higher the dose for a given 
duration of treatment, the sooner would be the onset 
and the more progressive would be the opacities. 
Fractionation, in general, delayed the onset and 
resulted in less severe and less progressive opacities. 
All lenses receiving more than 1,150 roentgens be- 
came cataractous; all lenses receiving more than 700 
roentgens on single exposure developed progressive 
opacities. 

The lenses of children under 1 year of age showed 
somewhat higher incidence of opacities. These de- 
veloped more rapidly and progressed to greater 
densities. 

The usual shielding methods are ample protection 
from roentgen rays of 100 to 140 kilovolts. When 
higher voltages are employed, usually 2 millimeters of 
lead will be sufficient protection in the presence of 
current tumor dosages. In this series of 100 cataracts, 
it is estimated that the use of the best current tech- 
niques would have avoided the generation of opacities 
in at least 80 cases. —Arthur H. Keeney, M.D. 


Fundamental Limitations of Radiophosphorus Count- 
ing Methods Used for Detection of Intraocular 
Neoplasm. James F. O’Rourke, Humpurey Patron, 
or RosBERT BRADLEY. Arch. Ophth., Chic., 1957, 57: 


THE AUTHORS report a penetrating and fundamental 
study of radiophosphorus in 66 normal rabbit eyes, 36 
rabbit eyes inflamed by turpentine injections, and 2 
human eyes with malignant melanomas. They express 
disenchantment with the curved posterior pole Geiger 
tubes (such as the Anton 225), but report no efforts to 
calibrate their individual instruments (types No. 224 
and 225) prior to employing them in this e*»dy. 

In the 2 human cases of malignant melanomas, 500 
microcurie injections of P® were given intravenously 
24 hours prior to enucleation. At surgery, no increases 
in radioactivity could be detected over the tumor sites 
or on applying the probes directly to areas where the 
tumor had perforated posteriorly. Subsequent tissue 


ti- 
te 
se 
re 
ed 
d. 
‘a- 
3a 
st- 
he 
ile 
r0- 
or 
he 
nd 
nes 
en 
in 
of 
ar- 
Ep- 
89, 
em 
70 : 
ary 
be- 
cell 
her 
sac 
the- 
om- 
cell 
ng- 
be- 
ery 
the 
the 
the 
be 
to 
ave 
+" 
1 be 
nte- 
ent, 
d to 
ions 
D. 


428 International Abstracts of Surgery - November 1957 


analyses of tumor slices from these eyes showed radio- 
active levels only 10 to 13 times greater than adjacent 
ocular tissue. This is a very low uptake differential in 
comparison to thyroid cancers in which differentials 
of 1,000 to 10,000 fold are seen with I, The globes 
themselves showed very low specific uptakes as com- 
pared to the total body uptake per gram of weight. 

Uptake of normal rabbit globes was found to be in- 
increased fourfold when the conjunctiva and the ex- 
traocular muscles were included. 

Intracameral and subconjunctival injections of tur- 
pentine produced immediate and marked inflam- 
matory reactions but no greater activity at 1 and 24 
hours following intravenous injections of P® than 
were seen in the normal rabbit eyes. 

In 26 pairs of enucleated eyes the differential ab- 
sorption ratio (DAR) differences between the right 
and left eyes were found to average 46 per cent and 
varied from a 0.5 to 80 per cent difference. 

Normal rabbit scleral segments placed over test 
specimens of P*? were found to decrease the over-all 
detectable radiation by about 66 per cent. 

From these data the following objections to current 
P® quantitative procedures are raised: (1) uncer- 
tainty of the counting probes, (2) low specific organ 
uptake of the eyes, (3) extraocular tissues increase 
radioactivity as compared to “cleaned” globes by 
about fourfold, (4) right and left fellow normal eyes 
may show an average of 46 per cent difference in 
DAR’s, and (5) ocular inflammations evoked with 
turpentine do not increase radioactivity of such 
globes. A further problem is cited in that the radio- 
phosphate exchange between blood and the aqueous 
humor may be much lower than the simple phosphate 
ion exchange in other body tissues. 

— Arthur H. Keeney, M.D. 


Radiation big “4 in the Treatment of Retinoblas- 
toma. Ivor G. WituiaMs. Am. 7. Roentg., 1957, 77: 786. 


THE AUTHOR reviews the general characteristics of 
retinoblastoma, particularly in the light of experience 
in London. Although sporadic incidence is most 
common, there is mention of an unusual family his- 
tory in which all children were affected, and another 
incidence of three generation transmission is cited. 
Optic nerve extension toward the brain may not 
appear as tumor tissue in continuity but rather as 
interrupted islands along the course of the visual 
pathway. 

The clinical portion of the article is concerned only 
with primary occurrences of the intraocular retino- 
blastoma. The earlier cases of patients treated with 
radon (Moore’s series of 5 cases, 1929 to 1934 and 
Stallard’s first series of 15 cases, 1936 to 1948) are 
reviewed as of this date and are now found to main- 
tain useful visual salvage in about 60 per cent. 

Shrinkage reaction of retinoblastoma to radiation 
usually becomes apparent about the third day of 
treatment, is quite obvious by the second or third 
week, and continues for about 10 weeks. Nearby 
retinal vessels are occluded and the adjacent fundus 
becomes stippled with pigment about the atrophic 
site of the former tumor. If the growth is not entirely 
cleared in 3 months, further therapy is indicated. 
Edema, exudates, fibrosis, calcification, and retinal 


hemorrhages also complicate the therapeutic prog- 
ress. Retinal separations become increasingly likely as 
the tumor involvement approaches half of the retinal 
area. Where more than half of the retinal area is in- 
volved, serious complications of total detachment, 
large hemorrhages, and secondary glaucoma result, 
probably from the breakdown of such large tissue 
masses within the confined space of the globe. Mor- 
phologically identifiable radiation cataracts are re- 
viewed in 5 patients following high radiation dosages; 
in 4 of these patients treatment had been repeated. 
Radiation cataracts were seen between 2 and 11 years 
after therapy and were slowly progressive. 

Radon seeds sutured to the sclera possess inherent 
disadvantages in riding tangentially to the globe and 
producing considerable exposure to the surgeon’s 
hands. Analysis of the successfully treated patients 
was used to construct a better applicator disc. A mini- 
mum dose of 4,000 roentgens to the tumor over 7 days 
seemed necessary. Stainless steel discs (outside diam- 
eter, 7 to 17 mm.) curved to fit the sclera (inner radius 
of curvature, 11 mm.) were designed with a centered 
active well, 2 mm. in diameter. In the larger discs 
these wells were combined with active rings, 5 to 15 
mm. in outside diameter. These disc applicators are 
made in inner and outer halves which are charged 
with activated cobalt sources and then silver-soldered 
together. The discs have grooved edges and may be 
quickly secured to the eye by a loop of silk in a U- 
shaped receptacle clip previously sutured to the sclera 
over the tumor site. 

A second series of 36 patients treated by Stallard 
(1948 to 1955) with these cobalt discs is reviewed. 
Twenty-eight of these patients presented 29 eyes 
(only 1 patient had bilateral retinoblastoma) with 
less than one-third of the retina involved, and so were 
treated by the cobalt discs alone. Apparent cures are 
reported in 28 eyes with vision of 6/6 to 6/18 known in 
20 eyes. One eye became blind after therapy and 5 
had tumors which involved the macula. Eight pa- 
tients had more than one-half of the retina involved 
and were, therefore, treated by deep roentgen rays to 
2,500 roentgens and then by cobalt discs to the residual 
tumor sites; only 1 of these retained any vision; 3 are 
blind from retinal detachment and hemorrhage, and 
4 have had the blind and irradiated eyes excised. 

—Arthur H. Keeney, M.D. 


EAR 
Congenital and Acquired Atresia of the External 
Auditory Canal. W. P. Antony. Arch. Otolar., Chic., 


1957, 65: 479. 


THE AUTHOR presents 1 case (2 ears operated on) 
of bilateral congenital atresia and 4 cases of acquired 
atresia of the external auditory canal. The operative 
technique is given in some detail. The‘author draws 
no conclusions but it appears to him that the prog- 
nosis is adversely affected and the operation probably 
contraindicated because of the technical difficulties 
if the mastoid process is unpneumatized. He believes 
an unpneumatized mastoid process may indicate a 
poorly developed sound conducting mechanism and 
thus preclude significant postoperative hearing im- 
provement. 
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Prosthetic devices for the prevention of stenosis 
postoperatively were not required in any of these 
cases. Instead, a half-moon of cartilage was removed 
from the concha immediately posterior to the endaural 
incision after undermining the skin, thus creating a 
small flap which was packed in place posteriorly. 
This tends to make for a larger meatus and tends to 
prevent stenosis postoperatively. Splitting the upper 
end of the endaural incisions postoperatively was 
not necessary to prevent stenosis because of primary 
or secondary skin grafting of these surfaces in most 


cases. —John 7. Ballenger, M.D. 

Dorsal Sympathectomy in Labyrinthine Disease; A 
Review. M. Sruart Stronc. Arch. Otolar., Chic., 
1957, 65: 340. 


THE AUTHOR first reviews the literature concerning the 
relation between labyrinthine hydrops and the auto- 
nomic nervous system, and then describes his experi- 
mental investigation of the relation. In this study the 
blood vessels in the semicircular canals of dogs 
(anesthetized) were exposed surgically and their re- 
sponses to various stimuli studied. Thus the animals’ 
temperature and the tonicity of the irrigating fluid 
were observed to have a marked bearing on the cali- 
ber of the vessels concerned, some of the observed 
changes being irreversible. Stimuli which had no ob- 
servable effect on the vessels included faradic stimula- 
tion, pharmacologic block, surgical excision of the 
stellate ganglion, and the administration of intra- 
arterial epinephrine or sodium nitrite. 

The author also describes the results he obtained 
following dorsal sympathectomy in 13 patients with 
Méniére’s disease; 9 of these had intractable vertigo 
which failed to respond to medical therapy; 4 of them 
had severe tinnitus. Six of the 9 were satisfied with the 
postoperative result, but only 1 of them was entirely 
relieved of attacks (for 2 or more years). Two of the 4 
patients operated upon for tinnitus were completely 
relieved of this symptom. Two of the 13 patients 
showed an improvement in hearing, 1 of them regain- 
ing hearing completely. 

The author comments that his limited success with 
this method of treatment is in marked contrast to the 
much more favorable reports of Passe; he still be- 
lieves, however, that the sympathetic system has an 
effect on the labyrinthine diseases and that sym- 
pathectomy has a place in the treatment of (1) in- 
tractable tinnitus which can be stopped by stellate 
block, and (2) Méniére’s disease in which labyrinthec- 
tomy is contraindicated. —John R. Lindsay, M.D. 


MOUTH 


Observations on the Origin and Nature of the Ada- 
mantinoma with Special Reference to Certain 
Mucoepidermoid Variations. J. J. Hopson. Brit. 7. 
Plast. Surg., 1957, 10: 38. 


Tue AUTHOR presents an interesting resumé of some 
of the clinical, histochemical features as well as sites 
of origin of the adamantinoma. He presents a series 
of photographs illustrating various points of his dis- 
cussion. 

_ Histologically,the adamantinomais both an expand- 
ing tumor and an invading tumor. Expansion occurs 
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by cyst formation and also by formation of vascular 
granulation tissue. The adamantinoma follicles seem 
to originate from the basal cells of the primary squa- 
mous layer as well as from dissolution of the squa- 
mous “pearls.” 

Histochemically it is interesting to note that glyco- 
gen, when it is present in large amounts in an ada- 
mantinoma, is present in all cells including the pre- 
ameloblast columnar cells. In some cases it may be 
completely absent. The author points out that the 
presence or absence of glycogen probably has little 
diagnostic importance. 

It is generally thought that epithelial mucin does 
not occur in adamantinomas, but the author ex- 
amined 3 cases in which it was present. He does not 
believe that these tumors behave any differently than 
those without mucin as is the case with mixed salivary 
tumors. 

The author has examined a number of odontogenic 
cysts and has found that 22 of them have mucous 
cells in the epidermoid lining. These cells are very 
similar to the mucous cells of adamantinoma and 
mucoepidermoid carcinoma but the author doubts 
that there is an important relationship. 

Another variation noted in the adamantinoma was 
the presence of large granular epithelial cells similar 
to those seen in granular cell myoblastoma. 

Most authors believe that the adamantinoma arises 
from odontogenic epithelial residues, while others be- 
lieve that they arise from proliferation of the dental 
lamina cells. 

The author believes that adamantinomas may arise 
from proliferation of periodontal residues, from the 
normal epithelium, or from stratified squamous epi- 
thelium of surface origin. 

He points out that in the early stages of the forma- 
tion of the adamantinoma the well differentiated 
stages of columnar cells are quite similar to the dif- 
ferentiated stages of the normal organ prior to den- 
tinogenesis and amelogenesis. 

—G. George Maier, M.D. 


Etiological Factors in Mouth Cancer; an 
to Its Prevention. Ernest L. Wynper and Irwin J. 
Bross. Brit. M. 7., 1957, 1: 1137. 


THE AUTHORS present the results of their survey of 
possible etiologic agents in 659 cases of cancer of the 
oral cavity (543 male and 116 female); the survey is 
“controlled” by 453 subjects without oral cancer. 
Tobacco is shown to be an important factor, particu- 
larly in pipe and cigar smokers but also to a lesser de- 
gree in cigarette smokers. Alcohol, particularly whis- 
key, is shown to have a marked influence on the devel- 
opment of cancer of the mouth, although separation 
of the tobacco and alcohol factors was not a simple 
matter and the use of alcohol might itself have con- 
tributed to nutritional deficiencies of etiologic impor- 
tance. These same deficiencies may bear some relation 
to those associated with Plummer-Vinson disease—a 
disease shown elsewhere to be largely responsible for 
the high rate of oral carcinoma in Swedish women. 
Edentia was found more commonly in the cases of 
carcinoma and more often in women than men, but 
the direct connection remains uncertain. Syphilis is 
shown to be of some importance in carcinoma of the 
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lip and of the anterior two-thirds of the tongue, but 
whether syphilitic glossitis or arsenicals are impli- 
cated is obscure. —John R. Lindsay, M.D. 


Reconstruction of the Oral Cavity in the Treatment 
of Cancer. Mitton T. Epcerton and Joun D. 
Desprez. Plastic & Reconstr. Surg., 1957, 19: 89. 


IN RECENT YEARS there has been a gradual increase in 
the extent of surgical resection of malignant lesions of 
the oral cavity. Acceptance of such surgical pro- 
cedures is conditional upon the ability to correct the 
resulting deformities with preservation of adequate 
function and of comfort. It is emphasized that ade- 
quate reconstructive methods are best when com- 
bined immediately with the excision of the primary 
lesion and the lymphatics at the time when the ex- 
posure is optimal and before tissue contraction and 
psychologic deterioration have set in. Late repair is 
more difficult than primary repair and the results are 
rarely comparable; if the first attempt at excision 
fails at least the patient is left with adequate function 
and comfort. If cures by surgery are to be improved, 
the extent of removal must be increased, but the 
surgeon must be confident of his ability to recon- 
struct. The authors present a review of reconstructive 
techniques used on the plastic service at the Johns 
Hopkins Hospital on 154 patients undergoing surgical 
treatment for cancer of the oral cavity (exclusive of 
lesions of the lip). 

Although in the majority of these patients (69 per 
cent) there were failures after irradiation, a 3 year 
survival period without evidence of recurrence was 
obtained in 43 per cent of the cases. In this latter 
group the lesions were of the cheek, floor of the mouth, 
tongue, alveolus, palate, tonsillar fossa, and hypo- 
pharynx. 

The material is well illustrated by photographs 
and diagrams. — John R. Lindsay, M.D. 


PHARYNX 


Pulsion Pharyngeal Diverticula. Ivan N. INGRAM and 
R. P. Foster. va Thorac. Surg., 1957, 33: 287. 


PULSION DIVERTICULA or deep pharyngeal pressure 
diverticula arise from the posterior aspect of the 
pharynx at the junction of the upper oblique and 
lower transverse sphincteric fibers of the inferior con- 
strictor muscle. These are acquired diverticula and 
are characterized by having little or no muscle in the 
wall. The neck is narrow and the muscular fibers 
covering the pouch are insufficient to empty it. These 
diverticula may distend, obstruct, or perforate. 

Killian, in 1908, established this pouch as a pro- 
trusion of the mucous membrane of the pharynx, 1 
centimeter above the origin of the esophagus, be- 
tween the oblique and transverse fibers of the inferior 
constrictor muscle in the posterior midline. With en- 
largement of the diverticulum, it falls to one side of 
the midline, usually to the left. It lies between the 
prevertebral and pretracheal layers of the cervical 
fascia and may eventually enlarge so that it occupies 
the posterior mediastinum. As the sac enlarges and 
sags, the pharynx comes into alignment with it and 
the esophagus appears as a longitudinal narrow aper- 
ture on the anterior border of the neck of the sac. 


Since food and instruments pass more readily into 
the diverticulum than into the esophagus, the danger 
of esophagoscopy and blind bougienage is readily ap- 
parent. In 1 of the author’s patients, it was impossible 
to see the opening of the esophagus under direct vision 
with the laryngoscope so that a Levin tube could not 
be passed beyond the diverticulum into the esophagus 
preoperatively. 

The important factor in the development of a 
pulsion pharyngeal diverticulum, as emphasized by 
Negus, is the active contraction of the cricopharyngeal 
sphincter and the inco-ordination of its relaxation 
with the active contraction of the upper pharyngeal 
force pump. 

The symptoms are reviewed. The diagnosis depends 
essentially upon a good history and physical examina- 
tion and an adequate barium or lipiodol study. A 
preoperative and postoperative examination of the 
vocal cords is a routine procedure. The history of the 
surgical treatment is reviewed and the advantages of 
the one stage operation is emphasized. 

Eight operative cases are presented, with the ex- 
perience in 1 case being reviewed in detail. 

—John 7. Ballenger, M.D. 


Nasopharyngeal Cancer; a Problem in Diagnosis, R. 
. and M. R. Ewine. Brit. 7. Surg., 
1957, 44: 388. 


THE AUTHORS believe there are several reasons for the 
prolonged delay which is almost the rule in the diag- 
nosis of nasopharyngeal carcinoma. First, it is a rela- 
tive rarity in the western world (though common 
among the orientals, particularly the Chinese whether 
reared in China or elsewhere). For this reason the 
physician may not be on the lookout for this cancer. 
Also, the clinical features are so variable as to direct 
the patient to many different specialties, rather than 
to one. Lastly, the anatomic relationships in the naso- 
pharynx make it difficult to clinch the diagnosis. 

The primary tumor often is so small as to be scarcely 
perceptible, thereby making the diagnosis more dif- 
ficult. Early dissemination to regional lymph nodes is 
a prominent feature of this disease. Clinically, the 
first nodes to be detected usually are those of the cervi- 
cal chain, particularly those which lie deep in the 
sternocleidomastoid muscle and posterior and lateral 
to the upper part of the jugular vein. Later wide- 
spread dissemination by the blood stream may occur. 

Many of the striking features of this disease are due 
to the local extension of the cancer to involve the base 
of the skull and the other adjoining structures, includ- 
ing, in order of importance, the eustachian tube and 
the third, fourth, and sixth cranial nerves, the Vidian 
nerve, and the ganglion of the trigeminal nerve. 

Clinically, the most common symptoms and signs 
result from local extension within the nasopharynx 
(in 2 of each 3 in the 30 cases reported by the authors). 
In 7 of 23 cases in which a detailed neurologic exam- 
ination was available the symptoms were due to exten- 
sion outside the nasopharynx early in the history. In 
another 7 patients signs developed later. The motor 
nerves of the eye were most often involved, with the 
abducens nerve being especially vulnerable. One of 
the most important symptoms of nasopharyngeal 
cancer is obscure pain in the face. 
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Seven of the authors’ 30 patients reported as their 
first symptom a “lump in the neck,” and in 22 of the 
30 cervical nodes eventually were found to be in- 
volved. The cervical node most commonly involved 
was the one usually termed as “‘tonsillar” in the an- 
terior triangle of the neck. 

Adequate access to the nasopharynx is of the utmost 
importance in the diagnosis. The authors believe this 
access is improved by including the use of either a 
self-retaining spring soft-palate retractor or a fine rub- 
ber catheter with the endonasal examination. In the 
latter case the catheter is threaded through the nares 
on both sides and the ends are drawn out through the 
mouth. Traction on the ends of the catheter pulls the 
soft palate forward and thus facilitates the examina- 
tion. Digital palpation is of limited value. Soft tissue 
radiography is of value but evidence of destruction of 
bone is a late feature of the disease. 

—John 7. Ballenger, M.D. 


NECK 


Carcinoma of the Larynx; Survey of 25 Years’ 
Experience in Treatment by Surgery and Irradi- 
ation, CHEVALIER L, JAcKson, JOHN V. Buapy, 
Cuartes M. Norris, and Rozert Rossins. 7. Am. 
M. Ass., 1957, 163: 1567. 


THE AUTHORS report the results of surgery and irradi- 
ation in 1,066 patients treated for carcinoma of the 
larynx from 1930 to 1955. The indications for surgical ex- 
cision are as follows: (1) cancer of one cord limited to the 
middle third with free mobility; (2) cancer of one cord 
reaching the anterior but not the posterior extremity 
(laryngofissure by the anterior commissure technique) ; 
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(3) cancer of both cords involving the anterior com- 
missure but not the posterior extremity of the cord 
(partial frontal laryngectomy); and (4) cancer of the 
epiglottis and supraglottic region with evidence of 
limited lesions (epiglottidectomy or partial horizontal 
laryngectomy). 

The indications for total laryngectomy are as fol- 
lows: (1) cancer of the vocal cord that reaches the 
posterior extremity producing fixation or extending 
subglottically; (2) cancer of the ventricular band; 
(3) cancer of the epiglottis and supraglottic region; 
and (4) cancer of the larynx with palpable cervical 
metastases. 

Irradiation is used as a primary treatment in cases 
of cancer of the vocal cord with outfixation that is too 
extensive or poorly demarcated for laryngofissure. 
The authors believe that cancerous extension to the 
pharnyx or base of the tongue, often treated by irradi- 
ation in the past, may be better treated by extensive 
surgery. 

Of 5 patients with recurrence after partial laryn- 
gectomy who were later treated by total laryngectomy, 
4 survived 5 years. Of the 195 patients treated initially 
by x-ray therapy, 45 had palpable nodes when first 
seen. In 12 of these dissection of the neck was also 
done but only 3 patients survived. Elective dissection 
of the neck is generally done in cases of unilateral 
supraglottic lesions in view of the fact that about 50 
per cent of such lesions give rise to cervical metastases. 
In 695 patients followed up for 5 years or longer, the 
highest survival rate was 87 per cent for partial 
laryngectomy, 64 per cent for total laryngectomy, 
and 42 per cent for irradiation. The over-all survi 
rate was 72 per cent. —Alan Thal, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Cerebral Angiography in Encephalotrigeminal An- 
giomatosis, Cuartes M. Poser and Juan M. Ta- 
VERAS. Radiology, 1957, 68: 327. 


ENCEPHALOTRIGEMINAL angiomatosis consists essen- 
tially of a vascular anomaly of the face (particularly 
that area supplied by the trigeminal nerve) and, in 
addition, an associated, intracranial vascular anom- 
aly which presumedly accounts for the cerebral 
symptoms. Sturge (1879) originally described the 
syndrome as consisting of a facial port-wine nevus 
associated with an ocular abnormality. Since then 
multiple features have been noted and multiple sub- 
types identified. Many confusing eponymic designa- 
tions have been employed. 

To date, only 37 cases have been reported in the 
literature as having been studied by cerebral angio- 
graphy. The authors add an additional 15 cases which 
they studied with serial films at the Neurological In- 
stitute of the Presbyterian Hospital in New York City. 

Of these 15 patients all but 1 were less than 12 years 
of age. Five had a diffuse homogenous increase in the 
cerebral capillary bed. Two patients were found to 
have a thrombosed major arteriole with focal avascu- 
larity. Three of the patients presented an anomalous 
large vein coursing through the brain in an unusual 
location. Two patients were found to have some 
angiomatous abnormality in a region usually supplied 
by the external carotid artery, although the angioma 
was possibly supplied by the internal or the external 
carotid. Miscellaneous abnormalities (subdural he- 
matoma and cerebral atrophy) were noted in 6 of the 
patients. Only 3 patients in the series had an entirely 
negative angiogram. Clearly, several patients had 
multiple anomalies. 

Of the cases in the literature only 35 are considered 
as conforming to the necessary criteria of the syn- 
drome. The age of these patients ranged from 18 
months to 64 years. A positive cerebral angiogram 
was recorded in 15 (43 per cent). 

In the total number of cases, including the authors’ 
and those in the literature, a positive cerebral angio- 
gram was found in 46 per cent. In the patients with 
typical Sturge-Weber encephalotrigeminal angio- 
matosis, that is, with a port-wine nevus plus two 
cerebral features (convulsions, hemiparesis, hemia- 
trophy, hemihypertrophy, mental retardation, buph- 
thalmos, or congenital glaucoma), the angiogram was 
positive in 44 per cent. In those with no skin manifes- 
tations, the angiogram was positive in 50 per cent, 
and in those with an atypical vascular anomaly of the 
skin other than port-wine nevus (i.e., raised he- 
mangioma, venous network, or just hyperpigmenta- 
tion) the incidence of positive findings by angiography 
was also 50 per cent. 

In addition, intracranial calcification has been de- 
tected in 58 per cent. Angiography revealed positive 
findings in 10 patients who had evidence of intra- 
cranial calcification; it gave negative results in 17 


patients who also had intracranial calcification. In 2 
patients with capillary-venous angiomas, follow-up 
examinations disclosed calcification when it had been 
previously absent. From this information it is con- 
cluded that rapid calcification can be anticipated in 
patients with intracranial angiomas. 

—Everett Shocket, M.D. 


Treatment of Cerebral Metastases from Breast Car- 
cinoma with Prednisolone, SYDNEY Korman, JouN 
S. Garvin, DEVANABOYINA NAGAMANI, and SAMUEL G, 
Taytor III. 7. Am. M. Ass., 1957, 163: 1473. 


PREDNISOLONE, a synthetic analogue of hydrocorti- 
sone, four to five times as potent as cortisone, was 
administered to 22 patients with neurologic symptoms 
resulting from cerebral tumors. This study was con- 
ducted in order to determine whether adrenal sup- 
pression would result in tumor regression in these 
patients. 

The primary lesion was mammary carcinoma in 15 
cases and bronchogenic carcinoma in 2; in 1 patient 
each it was uterine carcinoma, malignant melanoma, 
and pancreatic carcinoma. Two patients had an in- 
operable primary tumor of the brain; 1 acoustic 
neurinoma and 1 craniopharyngioma. The basic dose 
was 50 milligrams of prednisolone twice daily by 
mouth, generally continued for 3 or 4 months. 

Remarkable temporary improvement in the neu- 
rologic condition was seen in 14 patients. This effect 
usually was not explained by any actual regression of 
the tumors or by any simple relation to the nature of 
the primary lesion. It seemed most likely that the 
relief afforded by prednisolone depends on its anti- 
inflammatory effect, and that lesions surrounded by 
edema improve somewhat while those surrounded by 
hemorrhage are unaffected. The favorable effects 
lasted several weeks to several months, but in 1 pa- 
tient still continued after 15 months of therapy. 

— Joseph Ransohoff, M.D. 


Further Experience with a Technique of Total 
Extracapsular hysectomy. Donatp B. FResH- 
WATER, BENJAMIN L. Cruz, C. HUNTER SHELDEN, and 
Rosert H. Pupenz. Cancer, Phila., 1957, 10: 105. 


For some YEARS the authors have performed the 
operation with the patient in a prone, nearly erect 
position on the table when making a subfrontal 
approach, and this article gives in detail the technique 
for the complete, extracapsular removal of the 
hypophysis with the patient in that position. Fourteen 
patients have had hypophysectomy for whatever 
deterring effect the operation may have upon the pain 
and progress of carcinoma elsewhere in the body. 
The authors are, in general, well pleased with both 
the efficacy of the operative technique and the clinical 
effects upon the carcinoma. 

Under general anesthesia, and with a lumbar spinal 
needle in place, the prone patient is placed thusly: cheeks 
resting upon supportive pads, neck entirely free of all 
pressure and but slightly extended, and the table al- 
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most upright and so angulated that the patient’s knees 
are flexed and he is in a kneeling position. Such a 
position allows for spinal drainage later in the opera- 
tion, a direct view to the frontal subcerebral tissues, 
and conditions that are optimal for free drainage of 
venous blood from the head. 

A small frontal bone flap is made low and as near 
to the midline as possible, the dura mater is elevated 
from the floor of the frontal fossa, a self-retaining 
retractor is placed to hold the frontal lobe elevated, 
and the dura mater is then opened along the sphenoidal 
ridge. With a prefixed chiasm it may be necessary to 
remove some of the wall of the sphenoidal sinus and 
the clinoidal process in order to have access to the 
hypophysis without causing injury to the chiasm. The 
rongeured area is then protected by gelfoam and 
gelfilm. If the chiasm is not prefixed the operation is 
of course much less complicated. An important point 
of the technique is that the pituitary stalk be sectioned 
completely, best without the use of clips, before any 
attempt is made to displace the gland itself. This 
latter procedure is done by the careful, patient sep- 
aration of the gland within its capsule from the dura 
of the sella and the adjacent venous sinuses. It is 
desirable, for the sake of the clinical results, that the 
entire gland be removed. It is most satisfactory, there- 
fore, when the hypophysis comes away with its capsule 
intact, but if this should rupture during removal and 
piecemeal removal becomes necessary, the fossa may 
be inspected with a small dental mirror to make sure 
no remaining bits still cling to the walls, hidden by 
the optic nerves. 

The authors have contented themselves with re- 
porting the details for operative technique only, and 
in this they have succeeded very well. They do add, 
however, a view which will be shared by many a 
neurological surgeon who has felt himself frustrated 
by the over-cautious, disinterested, or, more com- 
monly, pessimistic referring physician or roentgen- 
ologist. That is, that if hypophysectomy is going to do 
anything for the patient with carcinoma, it must not 
come as something “‘too little and too late.” The usual 
procession of roentgen therapy, a wide variety of 
endocrine medication, castration, and adrenalectomy 
eventually bring a nearly moribund patient to the 
point where no further measure, including hypo- 
physectomy, may be expected to have any ameliorat- 
ing effect. — john Martin, M.D. 


SPINAL CORD AND ITS COVERINGS 


Contribution to the Knowledge of Old Age Changes 
in the Lumbar Spine in Man, with Special Regard 
to the Intervertebral Discs and the Small Vertebral 
Articulations (Beitraege zur Kenntnis der Alters- 
veraenderungen der Lendenwirbelsaeule beim Men- 
schen unter besonderer Beruecksichtigung von Band- 
scheiben und kleinen Wirbelgelenken). J. BAUMANN. 
Helvet. chir. acta, 1957, 24: 9. 


Tue autHor, of the Pathology Department of the 
University of Bern, Switzerland, examined a series of 
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36 lumbar spines taken from the autopsy material of 
the Institute to study the old age changes of the inter- 
vertebral discs and the vertebral articulations. 

The normal anatomy is discussed in detail. The au- 
thor states that “intervertebral disc” is a misnomer as 
the structure cannot be isolated and separated from the 
adjoining vertebrae. He believes that “intervertebral 
synchondrosis” would be a more correct term. This 
synchondrosis consists of 10 to 20 lamellae which form 
the annulus fibrosus and surround the nucleus pulpo- 
sus. The collagen fibers within each lamella course in 
the same direction, and those in the adjoining lamel- 
lae in the opposite direction. The fibers irradiate into 
the cortex of the vertebral body in which they are sol- 
idly imbedded. The nucleus pulposus is of gelatinous 
semifluid consistence; its function is comparable to 
that of the ball in a ball bearing, as it distributes the 
pressure exerted on the vertebral column equally over 
the adjoining vertebrae. The mobility of the lumbar 
spine has been studied thoroughly. Extension is possi- 
ble to a much higher degree than flexion. The great- 
est mobility is present in the L;—-S, segment; it is 18.6 
degrees in the average. 

The ligaments include the anterior and posterior 
longitudinal ligaments, the interarcual (ligamentum 
flavum), and the interspinal ligament. The anterior 
ligament connects the vertebral bodies but is not 
attached to the discs, whereas the posterior ligament is 
closely attached to the discs but only loosely connected 
to the bodies. The course of the spinal nerve and its 
branches and its role in the genesis of low backache 
and sciatica are discussed in detail. 

The 36 lumbar spines studied by the author were 
preserved in toto, including the soft tissue structures. 
Roentgenograms were taken in various directions. The 
spines were then sawed in different planes and exam- 
ined macroscopically and under low power. After de- 
calcification in nitric acid they were cut in slices of 2 
or 3 mm. in thickness. Four specimens of individuals 
between 73 and 83 years of age were studied in detail 
and the findings reported in the article. 

The author emphasizes the primary significance of 
the involution of the nucleus pulposus. It leads to loss 
of turgor and consequently the annulus fibrosus is 
exposed to increased wear. Fissures appear dorsolat- 
erally in the upper cartilaginous plates and cause dis- 
placement and sequestration of portions of the disc 
(chondrosis dissecans). The flattening of the inter- 
vertebral space causes loosening and protrusion of the 
interarcual ligament and increased narrowing of the 
intervertebral canal as a result of the displacement of 
the intervertebral articulations. Blood vessels and 
fibrous tissue invade the intervertebral space through 
fissures in the dorsal ligament and in the cartilaginous 
plates. This process in turn leads to decreased mobility 
of the vertebral segment. This fixation of the segment 
is finally beneficial because the decreased mobility 
assures freedom of pain in most cases in spite of the 
marked narrowing of the intervertebral foramen 
through which the spinal roots course. 

— Werner M. Solmitz, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Persistence of Uri Estrogen Excretion After 
Oophorectomy and Adrenalectomy. R. D. But- 
and F, C. Greenwoop. Brit. M. 7., 1957, 


Oopuorectomy and adrenalectomy do not necessarily 
abolish the excretion of estrogen. The amounts of 
estrone, estradiol, and estriol were determined on 24 
hour urine specimens. In premenopausal women, 
oophorectomy reduced the excretion of estrogen to a 
third of the preoperative level, without altering the 
proportions of the three components. After the meno- 
pause, oophorectomy seemed to have no effect on the 
already irregular pattern of excretion. Adrenalectomy 
following oophorectomy did not always abolish the 
excretion of estrogen. The amount of estrogen re- 
maining may be from diet or cortisone metabolism, 
or from accessory adrenal tissue. 

It remains to be established whether the levels of 
estrogen after oophorectomy and after oophorectomy 
and adrenalectomy are correlated with the clinical 
course of cancer of the breast. A tumor’s independence 
of estrogen cannot be assumed until estrogen excre- 
tion has been studied in such cases. 

—Hermes C. Grillo, M.D. 


Effect of Hypophysectomy on Urinary Estrogen in 
Breast Cancer. F. C. GREENwoop and R., D. But- 
BROOK. Brit. M. 7., 1957, 1: 666. 


PATIENTS may continue to excrete estrogen in the 
urine after oophorectomy and adrenalectomy. Hy- 
pophysectomy performed on patients with cancer of 
the breast may have no effect at all on urinary estrogen 
secretion, patients may excrete none or slight amounts 
of estrogen, or estrogen excretion may increase. In- 
complete hypophysectomy or accessory pituitary tissue 
may explain this. 

If cancer of the breast fails to respond clinically to 
hypophysectomy, it cannot be assumed that the tumor 
is hormone independent, since there may still be an 
appreciable amount of estrogen excreted. 

—Hermes C. Grillo, M.D. 


Adrenalectomy for Metastatic Breast Carcinoma. 
Maurice GALanTE, Dubey J. Fournier, and Davip 
A. Woon. 7. Am. M. Ass., 1957, 163: 1011. 


REAuizinc that disseminated carcinoma of the breast 
is a problem in palliative therapy and that it requires 
a systemic approach, the authors report their results 
with the utilization of bilateral adrenalectomy in 79 
patients. 

The main indication for adrenalectomy was objec- 
tive demonstration of disseminated metastases. Pa- 
tients with solitary or localized metastases amenable 
to surgical excision or localized radiation therapy 
were not treated by adrenalectomy. They considered 
the procedure contraindicated only in those patients 
who had disseminated disease with extensive liver 
metastases and jaundice. 


Since carcinoma of the breast is highly sensitive in 
certain instances to its hormonal environment, and 
since following odphorectomy the adrenal glands 
represent the most significant remaining source of 
estrogen, bilateral o6phorectomy was done at the time 
of the adrenalectomy. The intravenous administration 
of hydrocortisone sodium succinate with its ready 
solubility and rapid action has simplified the steroid 
coverage program during and following surgery. The 
authors include steroid replacement tables to be fol- 
lowed during the operative and postoperative periods. 

The 79 patients varied in age from 28 to 72 years, 
averaging 48.7 years. The operative mortality rate 
was 5 per cent. Objective improvement consisting of 
sclerosis of the osteolytic lesions, healing of the ulcera- 
tion, diminution in the size of the masses, and, oc- 
casionally, disappearance of the pleural effusions oc- 
curred in 38.7 per cent of the patients. Subjective 
improvement consisting of the relief of pain and an 
increase in the sense of well being occurred in 57.3 per 
cent of the patients. 

In general it was noted that those having well- 
differentiated adenocarcinomas showed the best 
response to adrenalectomy. Paradoxically, subjective 
improvement was noted in 14 patients or 18.7 per 
cent who concurrently showed objective evidence of 
progression of all the lesions. The longest survival time 
was 38 months in a patient who was free of symptoms 
for 37 months and at the time of the report was ex- 
periencing an exacerbation of the disease. The au- 
thors include detailed tables of the patients treated 
and include reproductions of roentgenograms and 
pictures illustrating the type of material in their series. 

—Kenneth L. Hardy, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Acquired Benign Esophagotracheobronchial Fistulas 

ie erworbenen gutartigen oesophago-tracheobron- 

chialen Fisteln). M. WaGENFELD. Chirurg, 1957, 28: 
113. 


THE AUTHOR reviews the literature on benign ac- 
quired fistulas between the esophagus and the trachea 
or a main bronchus and reports 2 cases of his own 
observation. 

Whereas congenital fistulas are characterized by 
severe symptoms (cyanosis, violent cough, and attacks 
of asphyxia after ingestion), the onset in acquired 
cases is mostly insidious and many patients learn to 
“swallow around the fistula” in deglutition. 

Most acquired forms are caused by carcinoma of 
the esophagus or of a bronchus; fistulas of benign or!- 
gin are very rare. The author found only 97 cases in 
the world literature. The largest group were of trau- 
matic origin and about half of these were caused by 
medical interventions such as dilatation of esophageal 
stenoses, extraction of foreign bodies, or esophagosco- 
py- Other causes of benign fistulas included esopha- 
geal diverticula, tuberculosis, syphilis, diphtheria, em- 
pyema, and actinomycosis. 
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In the pathogenesis of fistulas, infection plays a 
prominent role. The primary lesion is not a rupture 
of the entire esophagus wall but a small tear in the 
mucosa. Organisms invade this tear from the esopha- 
gus and cause local inflammation, adhesions to the 
trachea or a main bronchus, and, finally, ulceration 
and fistula formation. Also in nontraumatic cases the 
cause of fistula formation is specific or nonspecific 
infection. 

The symptomatology includes cough, especially 
after the ingestion of liquids and sensations of suffoca- 
tion; later on, chronic bronchitis, recurrent pneu- 
monias, lung abscesses, or bronchiectases may de- 
velop. Dysphagia has never been reported as a symp- 
tom in benign fistulas. 

The onset is always insidious, and the diagnosis is 
often established only years after the onset of symp- 
toms. X-ray examination of the esophagus and 
bronchography confirm the diagnosis. After the in- 
gestion of methylene blue the dye is found in the 
sputum or by bronchoscopy. 

The first of the author’s 2 cases was that of a young 
woman who complained of a continuous cough for 6 
weeks, X-ray examination revealed a fistula from the 
esophagus to the right main bronchus. At surgery a 
traction diverticulum of the esophagus which had 
perforated into the bronchus was found. The patient 
made an uneventful recovery. 

The second patient, a woman of 64 years of age, 
had swallowed a nail 34 years before admission. Ever 
since that time, she had a long succession of recurrent 
bronchitis and repeated pneumonias. Surgery re- 
vealed a short fistula between the esophagus and a 
large bronchiectasis in the paracardial segment of the 
lower lobe. After resection of the fistula and suture of 
the esophageal wall and the bronchiectatic cavity, the 
patient remained permanently free of complaints. 

The author emphasizes that surgery is the method 
of choice, and that conservative therapy by cauteriza- 
tion was successful in only a very few cases reported 
in the literature. — Werner M. Solmitz, M.D. 


The Treatment of Adenoid Cystic Carcinoma (Cylin- 
droma) of the Respiratory Tract by Surgery and 
Radiation Therapy. Joun O. Viera and HERBERT 
C. Marr. Dis. Chest, 1957, 31: 493. 


A REAPPRAISAL of the various histologic types of neo- 
plasms arising in the trachea and major bronchi is de- 
sirable so that one can better individualize the treat- 
ment and can estimate the ultimate result with greater 
accuracy. A small group of endotracheal and endo- 
bronchial tumors previously often classified with the 
adenomas will on further study fall into the special 
category of cylindromas or, more accurately, adenoid 
cystic carcinomas of the respiratory tract. 

In some classifications so-called adenomas of the 
bronchi are subdivided into the carcinoid and the 
cylindroma types. The carcinoid type is estimated to 
occur about 10 times as frequently as the latter. Cylin- 
dromas are found slightly more frequently in males, 
whereas over 60 per cent of the carcinoid type occur in 
females, 

_ From the surgeon’s standpoint the gross character- 
istics of adenoid cystic carcinomas are important. 
Their endoscopic appearance is variable. They may 
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be polypoid or broad and infiltrating. The bronchial 
epithelium overlying these tumors may be intact or 
show ulceration and squamous metaplasia. The tu- 
mors show extension submucosally so that on endo- 
scopic or gross examination the extent of disease can- 
not be appreciated. Adenoid cystic carcinomas are 
often found in the trachea either primarily or by ex- 
tension from the primary bronchus. On the other 
hand, carcinoid adenomas of the respiratory tract 
rarely involve the trachea. Adenoid cystic carcinomas 
often extend through the wall of the trachea or bron- 
chus so that the extraluminal infiltration into the con- 
tiguous mediastinal structures or surrounding lung 
tissue necessitates wide resection when surgical treat- 
ment is undertaken. These tumors are of a fairly high 
degree of malignancy. Metastases locally and to a 
distance are not infrequent, and their prognosis in the 
main is more serious than for the carcinoid type of 
adenoma and other types now classified by some 
authors as mixed tumors of the bronchus. 

A localized endobronchial tumor, benign or malig- 
nant, may cause no symptoms until it results in signifi- 
cant narrowing of the bronchial or tracheal lumen, 
unless hemoptysis occurs. Cough, hemoptysis, and 
wheezing are prominent among the primary symp- 
toms which may have been present in varying degree 
for weeks to years prior to definitive examination. 

Bronchoscopy is the chief diagnostic procedure for 
adenoid cystic carcinomas because their central loca- 
tion usually permits visualization and biopsy. Due to 
the growth characteristics of this neoplasm, it is ap- 
parent that the lines of excision should be checked by 
frozen section tissue analysis in order that the limits of 
the submucosal and extramural spread of disease may 
be determined and adequate excision performed. The 
authors raise the question whether it would not be 
advisable to do mediastinal lymph node dissection as 
well in view of the propensity to local metastases. 
Adenoid cystic carcinomas sometimes respond to 
radiation therapy to a striking degree while in other 
cases the therapeutic results have been disappointing. 
Marked palliative benefits for inoperable cases can be 
expected in over one third of the patients with cylin- 
dromas of the tracheobronchial tree if judicious roent- 
gen therapy is used. 

Among the 35 patients treated by various types of 
excisional surgery, 5 were living without demonstra- 
ble disease after 5 or more years; 1 was living with 
recurrent or residual disease for over five years. Of 31 
patients treated by radiologic methods 6 lived 5 or 
more years without recurrent disease, and 1 other was 
living with recurrent or residual disease 5 or more 
years. 

Apparently when the neoplasm is so situated ana- 
tomically that lobectomy or pneumonectomy is possi- 
ble, the therapeutic results are relatively good. How- 
ever, when the neoplasm extends into the mediasti- 
num or when tracheal resection of any extent is neces- 
sary to circumscribe gross disease, a critical re-evalu- 
ation at the time of surgery should be made and 
radiation therapy should be seriously considered. The 
results of either surgical or radiologic treatment of 
cylindromas combined with endoscopic procedures 
cannot be considered good although the results are 
better than for the common cancers of the tracheo- 
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bronchial tree. The symptomatic relief that follows 
restoration of an airway may justify palliative resec- 
tion but the same may be accomplished often by endo- 
scopic measures and radiotherapy. 

The authors included 2 case reports in which ther- 
apy directed to the primary and metastatic lesions 
was of marked palliative benefit for prolonged periods 
of time. —Gilbert S. Campbell, M.D. 


Differentiation of Right Upper Lobe Pneumonia from 
Bronchogenic Carcinoma, M. M. Kirsy, 
Wayne S. WappincToN, and Byron F. Francis. NV. 
England J. M., 1957, 256: 828. 


THE CHARACTERISTIC Clinical and radiologic picture 
of delayed resolution with partial collapse of the right 
upper lobe as a consequence of bacterial pneumonia 
is described. This sequence was observed in 23 of over 
500 patients treated for bacterial pneumonia in the 
past 6 years. This clinical entity deserves recognition 
because of the obvious importance of differentiating 
it from bronchogenic carcinoma. 

Of the 23 patients, 21 were men, 22 were chronic 
alcoholics, all were heavy smokers, and all were over 
30 years of age. The illness had a sudden onset in all, 
and at least two other characteristic manifestations of 
bacterial pneumonia were found in all. These mani- 
festations are fever, chills, pleuritic chest pain, and 
the production of rusty sputum. Chest roentgeno- 
grams demonstrated signs of extensive pulmonary 
consolidation in two or all three segments of the right 
upper lobe. 

These cases were managed with appropriate anti- 
biotic therapy, usually penicillin. Although most of 
the patients responded subjectively, promptly, the 
temperature returned to normal slowly after 10 to 21 
days. Also, instead of prompt and progressive clearing 
of the process on x-ray examination, the x-ray films 
in these patients showed partial collapse and delayed 
resolution of the right upper lobe. Sputum cytology 
and bronchoscopy performed after 3 to 4 weeks in 
most of these cases were negative. In 2 early cases 
thoracotomy and lobectomy were done with the find- 
ing of unresolved pneumonia without tumor in the 
removed lobes. Autopsy findings in 2 others who died 
of unrelated causes showed similar findings in the 
right upper lobe. In the remaining 19 the pulmonary 
infiltrations cleared slowly in periods of 2 to 6 
months; however, radiologic evidence of residual col- 
lapse of the lobe persisted in these patients for months 
to years. 

Initial chest roentgenograms in patients with bron- 
chogenic carcinoma may be similar to the cases 
described above, but the clinical manifestations are 
quite different. The symptoms of carcinoma usually 
develop gradually, with progressing cough and spu- 
tum over several weeks or months. Malaise, weakness, 
and loss of weight have ordinarily been present for at 
least several weeks. In order to produce a radiologic 
appearance similar to that of an extensive bacterial 
pneumonia, a tumor involving the right upper main- 
stem bronchus must usually attain considerable size. 
Such tumors may be visualized via bronchoscopy in 
almost every case, and, when not, examination of 
sputum or bronchial washings for tumor cells is likely 
to give positive results. 
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An awareness of the phenomenon of partial col- 
lapse and delayed resolution after bacterial pneu- 
monia permits avoidance of thoracotomy in properly 
selected patients. Surgery has been avoided because of 
these distinguishing features: presence of alcoholism; 
absence of unusual respiratory symptoms before the 
acute illness; sudden onset of widespread bacterial 
pneumonia involving at least two segments of the 
right upper lobe; and negative bronchoscopy and 
sputum cytology. E. Thomas Boles, Fr., M.D. 


Surgical Treatment of Pulmonary Tuberculosis, 
Tuomas J. Kinse.ta. Dis. Chest, 1957, 31: 525. 


No FIELD of medicine or surgery has undergone more 
drastic changes in the past decade than has the treat- 
ment of pulmonary tuberculosis. Bedrest, prolonged 
and intensive, has been replaced by a very modified 
type of rest program plus intensive antimicrobial ther- 
apy. Surgery of a somewhat hesitating and indirect 
type has given way to an aggressive definitive attack. 
It is only because of modern developments in chemo- 
therapy, anesthesia, blood banks and transfusion 
techniques, oxygen therapy, and better understand- 
ing of segmental anatomy of the lung and surgical 
techniques that the present program has become 
possible. 

Pneumothorax. There may still be a time or place 
for chemotherapy plus pneumothorax, especially in 
the aged and infirm, and in some patients who are ex- 
ceptionally poor surgical risks. Perhaps, even in some 
of this group the author suggests that the use of the 
thoracoscope and closed intrapleural pneumonolysis 
might be resurrected. 

Decortication. Occasional patients may carry a 
pneumothorax pocket for years after the tuberculosis 
has been controlled because the lung is bound down 
with fibrin. Any attempt to discontinue the pneumo- 
thorax results in high intrapleural negative pressure 
followed by pleural effusion with more fibrin deposit. 
Decortication may enable the lung to expand and fill 
the pleural cavity. The author cautions that extensive 
tuberculosis and its healing takes with it its blood 
supply, and some re-expanded lungs may be more 
valuable as a space-filler than as a functioning ventila- 
tory organ. Not infrequently the patient who has had 
considerable disease in the lung may require resection 
plus decortication, and in a case of this type a tailor- 
ing thoracoplasty may be necessary to obliterate the 
space. 
rn and extrapleural operations. Regardless 
of the material used for extrapleural plombage, the 
space was too close to the lung and infection, per- 
foration, migration, protrusion, or extrusion of the 
foreign body resulted. Later, extraperiosteal plombage 
was introduced but again complications developed 
since the tissues of the body will not tolerate in- 
definitely the presence of foreign material. 

Thoracoplasty. The facts that multiple stage proce- 
dures were frequently required and that much good 
pulmonary tissue must be sacrificed in order to col- 
lapse the cavitary area were the greatest arguments 
against thoracoplasty. The results from treatment 
with thoracoplasty were good and the author suggest- 
ed thoracoplasty might still be used to good advan- 
tage in many situations, particularly in certain areas 
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in which the mortality and morbidity from resectional 
therapy are still high. 

Resectional therapy. The indications for resectional 
treatment are: thoracoplasty failures, bronchiectasis, 
pulmonary hemorrhage not due to active pulmonary 
tuberculosis, persistent cavitation after chemotherapy, 
and persistent significant disease after intensive chem- 
otherapy. The question as to what constitutes signifi- 
cant residual disease is a big one. If the residual is 
large and dense and the segment or lobes atelectatic, 
bronchiectatic, or cavitary, there is no doubt about it. 
The question arises in the instance of smaller lesions. 
There is little virtue and certainly less satisfaction in 
the excision of fibrotic scars or fibrotic tubercles of 1 
or 2 millimeters in diameter, but there is much value 
and satisfaction in the removal of “garbage” (Medlar) 
in the form of cavity, inspissated cavity, caseous ab- 
scesses, atelectatic and bronchiectatic areas, and larg- 
er nodules or conglomerate areas of nodular disease. 

Bilateral disease. Resectional therapy, in contrast to 
collapse therapy, not infrequently offers a conserva- 
tive approach to the treatment of bilateral disease for 
it permits excision of local areas of disease, notably the 
apical segment or apical and posterior segments or 
these two plus the superior segment of the lower lobe 
and, at the same time, conservation of the remainder 
of the lung to fill the chest and to function subsequent- 
ly. Bilateral pulmonary resections of varying degrees, 
depending upon local conditions, are best performed 
in sequence allowing time for recovery of vital capac- 
ity between stages. 

The aged. Since the therapeutic aim in many of 
these methods must be to try to make the sputum 
negative and the patient non-infectious rather than to 
remove all disease, the resections must be held to a 
minimum for many reasons. 

Diabetes. Resectional surgery has proved a distinct 
boon to these patients. Working in conjunction with 
internists and phthisiologists, the author has per- 
formed 50 resections on 40 diabetic patients, carrying 
out 3 pneumonectomies, 16 lobectomies and 31 par- 
tial resections with 1 death (2 per cent). 

Indians. The author has had the opportunity to 
treat a considerable number of these patients, with the 
resection series in this group now totaling 175 opera- 
tions on 164 patients. Their ability to handle tubercu- 
losis is equal to that of the white patients if poor nutri- 
tion, economic conditions, massive contamination, 
and interrupted periods of treatment are all taken into 
consideration. The total mortality rate for this group 
has been 1.71 per cent with 52 lobectomies, 22 pneu- 
monectomies, and 101 partial resections. 

Tuberculosis in children. In younger children with 
lesions which have not responded completely to 
chemotherapy, the author has resected as he would in 
adults without waiting for the patient to develop sec- 
ondary complications. He has performed 7 partial 
lobectomies, 16 lobectomies, and 2 pneumonectomies 
on 24 children under the age of 16 without mortality 
or complications. 

_ Mortality. The total mortality following 817 resec- 
tions at the Glen Lake Sanatorium for the years from 
1928 through 1955 has been 1.95 per cent. 

Complications. The complications of resectional 

therapy in our modern era of intensive antimicrobial 


SURGERY OF THE THORAX 437 


therapy against tuberculosis, as well as secondary 
organisms, are primarily related to resistance of the 
organisms, failure to completely obliterate space fol- 
lowing resection, primary air leakage, hemorrhage 
and transfusion reaction, and to a miscellaneous small 
group of other causes. 

Results. The number of patients with resection who 
have had to be readmitted to the Sanatorium because 
of late reactivation of disease has been small over the 
years, and most reactivations have occurred in those 
presenting organisms resistant to the drugs, those who 
early in the program received only short term ther- 
apy, and in the deserters who have disappeared and 
discontinued all treatment soon after surgery. The au- 
thor, as one who for the past 30 years has utilized al- 
most every type of surgical attack on this disease, is 
of the opinion that his present program is the best yet 
and that given modern facilities for its use, it is far 
superior to any other plan of attack now available. 

—Gilbert S. Campbell, M.D. 


Pulm Resection for Tuberculosis; Analysis of 
1,376 HuanGc Cuta-Ssu, Lianc Cn’l-SHEN, 
Mer-Hsine, and Ku K’at-Sutn. Chin. 'M. 7., 1957, 
Tas 


THIS REPORT reviews the collected data on pulmonary 
resections for tuberculosis from 13 hospitalsin Shanghai 
from 1947 to 1955. In all, 1,378 operations were per- 
formed on 1,376 patients. The indications for resective 
treatment included tuberculous bronchitis and its 
sequelae (450 cases), tuberculomas (241), cavities of 
the upper lobe (228), caseous foci (164), and other 
causes, including total lung destruction and failures 
after collapse therapy. Endotracheal ether-oxygen 
anesthesia was employed. Anti-tuberculous drugs 
were begun one week preoperatively and were con- 
tinued from 3 to 6 months after operation. 

The most frequent procedure was lobectomy (698 
cases), with segmental resection (248) and pneu- 
monectomy (220) next in order. In 229 of the cases, 
extrapleural thoracoplasty was used with pulmonary 
resection. These were done at one operation in 143 
cases, although the authors now believe that thora- 
coplasty as a second stage procedure is preferable. In 
recent years, segmental resections have increased, and 
pneumonectomies are decreasing in the attempt to save 
more healthy lung tissue. 

The total operative and postoperative mortality 
rate has been 44 cases, or 3.2 per cent. The chief 
early causes of death were shock and acute myocardial 
failure. Later causes included empyema, spread of 
tuberculosis, embolism, tension pneumothorax, and 
pneumonia. The operative mortality rate has declined 
from 10.7 per cent in 1947 to 1952 to 1.4 per cent in 
1955. Postoperative empyema developed in 5.2 per 
cent of the patients (82 cases), more than half of these 
being non-tuberculous. There were 9 deaths from this 
source. Most of the bronchopleural fistulas that formed 
healed after treatment. 

In 1955, the follow-up included 1,170 patients (87.8 
per cent). Of this group, 94 per cent had achieved a 
satisfactory result. Five per cent had residual active 
lesions or empyema, and the remaining few were too 
recently operated on for evaluation. 

—Enmile L. Meine, jr., M.D. 
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Surgical Treatment of Large Air Cysts of the Lung. 

and J. R. Betcuer. Lancet, Lond., 1957, 
Tue p1acnosis of air cyst of the lung is made radio- 
logically by abnormal radiolucency due to change of 
the vascular shadows and by the smooth outline of 
the cyst wall. Bronchograms may show compression 
of the lung and distortion of the bronchi around the 
cyst, thus aiding in distinguishing between a large 
cyst and spontaneous pneumothorax. Fluoroscopy is 
used to indicate the severity and distribution of ob- 
structive disease of the lung. 

All of the 21 patients chosen for operation in this 
series were dyspneic with cysts occupying more than 
one-quarter of one lung on x-ray examination. Some 
patients with cysts which occupied more than one- 
half of one lung field were refused surgery because 
they were not dyspneic. 

At operation the partial pressure of alveolar carbon 
dioxide was maintained near that to which the pa- 
tient was accustomed. In 8 cases in which the lobe in 
question appeared to contain areas of normal alveoli, 
the visceral pleura was removed from the outer wall 
of the cyst, air leaks from the underlying lung were 
oversewn, and the raw areas were approximated. 
When the whole lobe was destroyed by generalized 
alveolar breakdown and all the intersegmental planes 
were disrupted, resection was carried out. Drainage 
tubes and continuous suction were used in all cases. 
There was a considerable air leak from the cut lung 
surface which persisted for several days. 

Nine of the 21 patients claimed enormous improve- 
ment and 8 claimed moderate or slight improvement. 
Improvement was also shown objectively by increases 


in the effort tolerance capacity, vital capacity, and 
forced expiration volume. Improvement after surgery 
is proportional to the relief of obstruction of the airway. 
Surgery is comparatively safe in these disabled pa- 
tients but should not be considered in the asympto- 


— Martin E. Silverstein, M.D. 


Intrapulmonary Neurogenic Tumors. W. H. A. Quast. 
Arch. chir. Neerl., 1957, 9: 25. 


THE AUTHOR reviews 22 cases reported in the world 
literature to date and adds 6 new cases from the 
records of the Surgical Clinic of the State University 
of Groningen. 

In general, neurogenic tumors can be divided into 
three groups according to their pathogenesis. Group 
I comprises those arising from the nerve sheath and 
includes neurinomas, neurofibromas, fibroblastomas, 
neurilemmomas and neurosarcomas. Group II in- 
cludes those arising from the nerve fibers proper and 
the sympathetic nervous tissue, i.e., the differentiated 
ganglioneuromas and the undifferentiated sympath- 
icoblastomas. Group III tumors, the pheochromo- 
blastomas and the pheochromocytomas, arise from 
the precursors of the ganglion cells and have pheo- 
chromic properties. The histologic interpretation of 
these tumors is difficult and the clinical features often 
have to be taken into account for the proper assess- 
ment of malignant potentiality. 

All 28 intrapulmonic neurogenic tumors reported 
so far have been of nerve-sheath origin (Group I), 
7 of them were malignant and 21 benign. Of the 6 


matic patient. 


new Cases reported by the author, 2 were found to be 
malignant. 

In the total series of 28, 5 occurred in females. The 
age range was from 2.5 to 58 years. The preoperative 
diagnosis is difficult. Two of the 7 patients with 
neurosarcomas and 14 of the 21 with neurofibromas 
were asymptomatic, the lesion being picked up on 
routine chest x-ray examination. Symptoms, when 
present, were in no way characteristic and roentgeno- 
grams only reveal the site of the lesion. An exploratory 
thoracotomy is thus usually necessary for diagnosis. 
The author advises against aspiration biopsy, though 
sputum cytology and punch biopsy transbronchially 
may be helpful if the lesion is situated in a main 
bronchus. 

Exploration is recommended in all cases of pul- 
monary neoplasm without a definite clinical diag- 
nosis. One should be as radical as possible if the lesion 
is malignant, (pneumonectomy). The prognosis is 
uniformly bad in this group, with 6 of the 7 patients 
reported in the literature having died of the disease. 
The first of the author’s 2 patients died of local re- 
currence 2.5 years after an extrapleural right middle 
and lower lobectomy. The other patient died of me- 
tastatic disease within 1.5 years after pneumonectomy. 

If the diagnosis of a benign neurofibroma is defi- 
nitely established (by the frozen-section technique 
if possible), enucleation may be attempted. This was 
done 5 times in the 21 reported cases. In the other 
cases in which the type of therapy employed is known, 
lobectomy was done 7 times, pneumonectomy twice, 
and a multi-staged bronchoscopic excision once. The 
neurofibromas have a favorable outlook. Recurrences 
were not recorded. —Ranes C. Chakravorty, M.D. 


Review of 464 Cases of Carcinoma of the Lung Treat- 
ed by Resection. JoHN Hamitton Girrorp and 
J. K. B. Wappincton, Brit. M. 7., 1957, 1: 723. 


AN EXHAUSTIVE review is presented of all the cases of 
bronchial carcinoma admitted to the Liverpool Thor- 
acic Surgical Unit between 1941 and 1954. Of the 
2,156 patients studied, 7 per cent were women, 714 
(33 per cent) had an exploratory operation and 464 
(21 per cent) had resection of the pulmonary tumors. 
At the present time, surgical treatment is generally 
accepted as the most satisfactory method of treating 
bronchial carcinoma. This involves removal of be- 
tween one-quarter and one-half of the respiratory 
mechanism, and it is quite obvious that the ability of 
the patient to withstand the operation depends on the 
function of the remaining lung tissue, as well as the 
cardiovascular system. 

Liverpool is an area which is heavily industrialized 
and subject to severe climatic changes. Inflammatory 
and degenerative changes of the pulmonary and car- 
diovascular systems are, therefore, more pronounced 
in this area than in regions where sedentary occupa: 
tions and light industries predominate. Obviously, 
such changes affect the results of surgery, and it is 
against this background that the results of surgery in 
the Liverpool region have been investigated. 

The number of patients who were subjected to 
pulmonary resection increased from 1.6 per cent in 
1945 to almost 14 per cent in later years. Although 
the number of resections has increased from year to 
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year, the proportions of pneumonectomies and lobec- 
tomies have changed considerably. Prior to 1951, 
pneumonectomy was the more usual procedure but 
since 1951 the number of lobectomies has increased 
significantly. 

Operative mortality is defined as the number of 
patients undergoing operation who died of any cause 
within 2 months, expressed as a percentage of the 
whole. Of the 464 patients undergoing operation, 101 
(21.7 per cent) died within 2 months. The respective 
mortality rates for pneumonectomy and lobectomy 
were 25.9 per cent and 14.7 per cent. Almost 42 per 
cent of the deaths occur within 48 hours of operation 
and are due, primarily, to pulmonary deficiency or 
vascular lesions of the brain, heart, or lungs. Pneu- 
monectomy proved to be twice as lethal an operation 
as lobectomy, particularly when the right side was in- 
volved. It is believed that this is due solely to the 
relative volumes of the two lungs and to the subse- 
quent effects of mediastinal displacement on the 
heart and remaining lung after right-sided resection. 
Of the 347 patients who survived the arbitrary 2 
months after operation, 204 were known to be dead 
at the time the review was made; 74 per cent died of 
recurrence or metastasis. The 5 year survival rate was 
28 per cent with better results in the pneumonectomy 

up. 

The distribution of tumors was about equal between 
the right and left lungs but the 5 year survival rate 
was better for tumors of the right side (34 per cent 
against 22 per cent). Nodal involvement occurred in 
38 per cent of the lesions of the left side compared with 
28 per cent of the tumors on the right side. The higher 
proportion of undifferentiated tumors in the left lower 
lobe and cross-lymphatic spread probably accounts 
for the poorer 5 year survival rate for tumors of the 
left lung. The left upper lobe was most often involved 
and the right middle lobe least often. However, it was 
the right lower lobe which carried the best prognosis, 
since in this group there exists a higher proportion of 
squamous tumors, a low rate of nodal involvement, 
earlier incidents of symptoms, and usually excision of 
the middle and lower lobes. 

The best survival rates were found in the 55 to 59 

year old group, with 53 per cent for 2 years and 45 
per cent for 5 years. The least favorable group ap- 
peared to be those over 60 years of age with 33 per 
cent surviving 2 years but none alive at the end of 5 
years. A higher proportion of squamous tumors and a 
low incidence of nodal involvement probably is the 
explanation for the good survival of the 55 to 59 year 
old group. 
_ The histologic breakdown reveals squamous tumors 
in 55 per cent of the cases, undifferentiated tumors in 
34 per cent, and adenocarcinoma in 9 per cent. Nodal 
involvement was much more frequent in the undiffer- 
entiated and adenocarcinoma group, with adenocar- 
cinoma proving to be the most malignant type of 
tumor. Patients with squamous cell tumors had a sur- 
vival rate of 57 per cent if the nodes were free from 
metastases, and this type of lesion carried the best 
Prognosis with adenocarcinoma proving to be by far 
the most malignant. 

Finally, of 448 patients treated surgically in the 
Liverpool Region over a period of 14 years, 53 per 
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cent lived 1 year and 35 per cent lived 2 years, not- 
withstanding the fact that 30 per cent of the survivors 
were found to have metastases in mediastinal or hilar 
lymph nodes. The decision regarding pneumonectomy 
versus lobectomy must depend on the nodal involve- 
ment found at the time of operation. Tumors of the 
upper lobe present less of a problem than lesions on 
the lower lobes in that those with mediastinal nodal 
involvement have already metastasized and pneu- 
monectomy will be no more radical a procedure than 
lobectomy. On the other hand tumors of the lower 
lobe present a more difficult problem, particularly on 
the left, and at the time of operation 50 per cent had 
nodal involvement as compared with only 25 per cent 
on the right. When the site of tumor and nodal in- 
volvement permits lobectomy to be performed, the au- 
thors believe that this operation is preferable because 
it preserves lung function and usually provides an 
adequate removal of the tumor and accompanying 
lymph nodes. — James H. Holman, M.D. 


Indications for the Surgical Treatment of Specific 
and Nonspecific Residual Empyema Cavities on 
the Basis of Selective Angiography of the Lungs 
(Zur Indikationsstellung bei der chirurgischen Be- 
handlung der spezifischen und unspezifischen Em- 
pyemresthoehle auf Grund der selektiven Lungenan- 
giographie). H. Lour, H. Scuoittzz, W. Kuinner, 
and R. ZENKER. Langenbecks Arch. u. Deut. Zschr. Chir., 
1957, 285: 1. 

Ir HAS BEEN DEMONSTRATED that improvement in 
pulmonary function following decortication dimin- 
ishes in proportion to the severity and extent of the 
basic parenchymatous process and the duration of 
collapse, since the pleural fibrosis eventually extends 
along the lobular septa in the parenchyma and pre- 
vents re-expansion of the lung. Also in the course of 
years one will have to reckon with connective tissue 
transformation of the alveoli, when a pleuropneu- 
monectomy may be required. 

The ideal treatment for residual empyematic cavi- 
ties is decortication with full anatomic and functional 
restoration of the collapsed lung. 

Segmental angiography, as introduced by Bolt and 
Rink, has been found invaluable as an aid in selecting 
the type of operation and in determining the advis- 
able extent of a simultaneous partial resection of the 
lung with decortication. With the aid of segmental 
angiography, it is possible to demonstrate the par- 
enchymal changes present in each individual seg- 
ment, and thus to judge more exactly than hitherto 
possible from the pathologic anatomic and func- 
tional condition of the parenchyma what functional 
results may be expected from decortication. 

The pathologicoanatomic premises for interpre- 
tation of the angiographic symptomatology are 
described on the basis of preoperative angiographic 
findings and comparative histologic studies of re- 
sected lung specimens in 50 cases. The changes of 
determining significance for the interpretation of the 
angiographic symptomatology include all degrees of 
rarefaction of the segmental artery to complete ab- 
sence of the small lateral branches, reduction in 
caliber, caliber gaps, ruptures of the vessels, absence 
of the capillary filling phase, torsion of the vessels, 
and changes in the angle of insertion. 
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Four cases are described to illustrate the conclu- 
sions based on angiography of the lungs that may 
affect the indications for surgical treatment of specific 
and nonspecific residual empyema cavities, and how 
these findings fit into the framework of other clinical 
and roentgenologic methods of examination. 

In the first case angiography revealed such wide- 
spread destruction of the lung tissue that little could 
be expected from decortication, which would also 
have necessitated resection of a fistula. Thoraco- 
plasty was therefore performed and the residual em- 
pyema cavity was brought to cicatrization by com- 
plete collapse of the right thoracic wall. 

In the second case, angiography revealed an atro- 
phied upper lobe with considerable deformation of 
the vessels and changes in the lower lobe which sug- 
gested considerable dissemination of the specific 
process in the form of fibrocaseous foci and some 
induration of the parenchyma, rendering it prac- 
tically functionless. Thoracotomy revealed complete 
destruction of the upper lobe and nodular infiltration 
of the middle and lower lobes. Removal of the entire 
right lung led to recovery. 

The third case also revealed, angiographically, a 
complete destruction of the upper lobe with wide- 
spread transformation of the middle and lower lobes 
by specific foci, and fibrous and emphysematous 
changes. Scattered foci were also observed in the left 
lung. Considering these findings, a right thoraco- 
plasty was performed with the intent of drying up the 
pneumolytic cavity and permitting permanent col- 
lapse of the right lung without still further diminish- 
ing the reduced respiratory reserves by resection. 

In the fourth case, selective angiography revealed 
that the left upper lobe was completely functionless, 
whereas no significant pathologic changes appeared 
in the right lung. A resection of the left upper lobe 
appeared to be indicated. Following resection, the 
specimen showed a fibrous encapsulated caseous 
focus in the S1 & 2 region with only a few rests of spec- 
ific granulation tissue outside of the capsule. S3 and 
S4 & 5 were infiltrated with fibrocaseous foci. The 
angiographic findings in each case are shown in the 
figures in the original article. —Edith Schanche Moore 


HEART AND PERICARDIUM 


The Diagnosis and Differential Diagnosis of Inter- 
atrial Septal Defects (Zur Diagnose und Differential- 
diagnose des Vorhofseptumdefekts). O. Bayer. 
Schweiz. med. Wschr., 1957, 87: 535. 


THE REPORTED INCIDENCE of interatrial septal defects 
on the basis of postmortem studies is rather high 
(10 per cent of all congenital heart diseases according 
to Abbott). Clinically, however, the incidence is 
significantly lower. This may indicate that our diag- 
nostic abilities, with respect to this condition, are 
inadequate. 

Anatomically, three forms of defects are distin- 
guishable: (1) the persistent ostium secundum which 
is the most common and lies high in the interatrial 
septum; (2) the persistent ostium primum which is 
found in the inferior portion of the septum; and (3) 
the “‘canalis atrioventricularis communis” which is a 
low-lying defect including the interventricular 


septum. A persistent ostium secundum is more often 
associated with a transposition of one or more of the 
pulmonary veins than with any of the other defects, 
Usually one of the right pulmonary veins will be 
found to empty into the superior portion of the right 
atrium. An interatrial septal defect associated with 
mitral stenosis is known as a Lutembacher syndrome. 

The symptoms are related to the presence of a left 
to right shunt and an increased volume of blood in 
the right side of the heart and in the pulmonary cir- 
culation. The type of defect and its size determine 
how prominent the shunt, and therefore the symp- 
toms, will be. 

Although the patient’s growth and development 
do notseem to be significantly altered, the characteristic 
appearance of the gracile habitus is often present. Fre- 
quently there are associated congenital anomalies, 
especially arachnodactyly. In uncomplicated cases, 
cyanosis is absent. In the late stages of the disease, 
cyanosis may occur (cyanose tardive) when the pres- 
sure in the right side of the heart exceeds that in the 
left side because of changes in the pulmonary vessels. 
With a greatly enlarged right ventricle and atrium, the 
= side of the chest is more prominent than the right 
side. 

Roentgenographic findings consist of a cardiac 
enlargement reaching proportions not often seen with 
other congenital cardiac abnormalities; the typical 
finding of a left to right shunt consists of a prominent 
pulmonary artery and increased pulmonary vascular 
markings. A roentgenkymogram often shows in- 
creased pulsations of the hilar vessels. 

The auscultatory findings, as recorded by a phono- 
cardiogram, are relatively constant. A murmur is 
heard throughout systole which has a greater cre- 
scendo component than a decrescendo component. 
It is best heard over the second to third intercostal 
space, lateral to the sternum, i.e., over the aus- 
cultatory area of the pulmonic valve. The second 
heart tone is also split. The murmur is thought to be 
due to the increased flow through the pulmonary 
artery. 

The electrocardiogram shows a right axis devia- 
tion, with or without evidence of ischemic changes. 
Conduction disturbances are often seen and are of 
great diagnostic significance. 

The diagnosis of an interatrial septal defect is 
definitely established by cardiac catheterization. The 
catheter may pass through the defect into the left 
atrium or into one of the pulmonary veins. An in- 
creased oxygen saturation of the right atrium and 
pulmonary artery is evidence of a left to right shunt 
via the atria but does not differentiate between an 
interatrial septal defect or an anomalous pulmonary 
return. The pressure readings in the right atrium are 
of help in differentiating the two. In interatrial septal 
defects the atrial pressure curve of the left side will 
soon follow that of the right. In 70 per cent of the 
cases, a difference in pressure between the right ven- 
tricle and pulmonary artery is present because of a 
relative stenosis at the pulmonic valve, i.e., the pres- 
sure in the pulmonary artery may be 30 to 40 mm. of 
Hg higher because of the increased flow. 

A differential diagnosis of an interatrial septal 
defect must be made from a patent ductus arteriosus, 
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the Eisenmenger complex, and the isolated anoma- 

lous pulmonary venous return, the last being most 

difficult to distinguish from this septal defect. 
—Jj. C. Rosenberg, M.D. 


Gunshot Injuries Leaving a Projectile Inside the 
Heart or Pericardium (Ueber Herzsteckschuesse; 
eine Klinische Untersuchung von 88 Faellen). O. 
PerAsaLo, A. N. Kuusisto, and J. Larjanxo. Ann. 
chir. gyn, femn., 1956, 45: Supp. 12. 


AFTER REVIEWING the literature on gunshot injuries of 
the heart the authors discuss their experiences with 88 
cases of injury to the heart and pericardium after 
which a foreign body remained in place. Most of the 
casualties presented had occurred during the wars of 
1939 to 1940, and 1941 to 1945. Only 2 of the 88 pa- 
tients had nonwar injuries; 61 had injuries due to 
shells, 11 to gunshot, 4 to hand grenades, and 3 to 
mines. In 46 cases the missile remained in the myo- 
cardium and in 42 cases, inside the pericardium. The 
main object of the study was the establishment of in- 
dications for surgical intervention. 

Aside from those having emergencies such as cardiac 
tamponade requiring immediate surgery, the patients 
could be divided into three groups: (1) a small num- 
ber of patients showing no symptoms at all, the forei: 
bodies being detected at routine examination; 6) 
another small group showing minor disturbances of 
cardiac function; and (3) the majority of the patients, 
having minor subjective symptoms without objective 
evidence of impaired heart action. In the authors’ 
series there was only one patient remaining entirely 
free of subjective and objective symptoms, but it is to 
be noted that 6 patients remained free of complaints 
until they were informed about their foreign bodies. 

Immediately after the injury the symptoms cannot 
be differentiated from those due to other injuries to 
the heart. Symptoms occurring after a capsule has been 
formed around the bullet are to be divided into early 
and late symptoms. 

Early symptoms arising from the heart itself are 
difficult to differentiate from those due to associated 
lesions of the lungs or to hemothorax. Subjective 
symptoms, shortness of breath, chest pain on the left 
side (frequently irradiating into the scapular region), 
and pain during coughing and deep inspiration were 
present in 68 per cent of the patients. All of the pa- 
tients showed elevation of the body temperature per- 
sisting for periods from several days to a few weeks. 
Other objective symptoms were present in only 22 
per cent of the patients, 8 having a systolic and diastolic 
murmur, 6 a hemopericardium, and 3 patients a 
pericardial friction rub. Acute heart failure occurred 
in one patient and another patient showed signs of 
myocarditis. The electrocardiogram of 8 patients 
showed an elevation of the S-T segment. Most of the 
early symptoms subsided rapidly. 

As to associated injuries to the pleura and the lungs, 
58 patients had hemoptyses, hemothorax, or hemo- 
pneumothorax, 5 patients had pneumothorax only, 4 
had a minor subcutaneous emphysema, and severe 
shock occurred in 5 patients. Seven patients developed 
Pleural empyema and 3 of these developed a chronic 
empyema. Chronic hemothorax occurred in 3 cases. 
Wound infections were frequent. 
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In 3 cases severe complications occurred in the 
early period after the injury. In one patient a bullet 
initially remaining in the left ventricular wall was 
propelled into the left iliac artery and caused subse- 
quent arterial thrombosis. Another patient developed 
suppurative pericarditis and subsequent encephalo- 
myelitis. In one case, a metal splinter having remained 
in the left ventricular wall loosened on the eighth day 
following the injury and transected the anterior de- 
scending branch of the left coronary artery which led 
to lethal myocardial infarction. The patients were re- 
examined after 10 to 16 years. Late subjective symp- 
toms were present in all but one case: 56 patients had 
chest pain, 26 shortness of breath, 9 palpitation, 8 
oppression, and one had numbness of the left half of 
the thorax. In only one patient was there a definite 
change in the electrocardiogram—a left bundle 
branch block was found. Seventeen of the patients 
believed their complaints to be insignificant. A num- 
ber of the symptoms were certainly attributable to 
associated lesions of the lungs and pleura, and some 
were psychogenic in origin. 

In only 10 of the 88 cases was it necessary to remove 
the foreign body surgically, because of late complica- 
tions. Eight of the 10 patients had a pericardial foreign 
body and only 2 a myocardial one. The results were 
satisfactory in all of the cases. Early surgical removal 
of the foreign body does not seem justified, as only a 
small number of patients will require surgical inter- 
vention in the long term. In accordance with Swan 
et al., the authors have established the following in- 
dications for surgery: (1) a foreign body larger than 
0.5 cm., or the occurrence of pericarditis or myocardial 
disease; (2) severe subjective symptoms; and (3) 
severe neurosis resulting from the knowledge of the 
foreign body. — Erwin Simandl, M.D. 


Angiocardiography in Mitral Disease; Preliminary 
Report. H. Arvipsson and P. Ozpman. Acta radiol., 
Stockh., 1957, 47: 97. 


ANGIOCARDIOGRAPHY may be employed effectively to 
study mitral heart disease, using films in two planes, 
6 exposures per second when necessary, a large 
amount of contrast medium injected rapidly with an 
automatic pressure syringe, general anesthesia, and 
electrocardiographic correlation. The injection is per- 
formed through a catheterization of the right side of 
the heart into the pulmonary artery, keeping the lungs 
inflated during injection in order to slow the circula- 
tion of the dye, supply radiographic contrast, and 
maintain constant pressure in the chest. Twenty-five 
cases of mitral disease were studied with two compli- 
cations, both of pulmonary edema. 

The pulmonary arteries in most cases were essen- 
tially wider than normal with sudden change in the 
caliber of the vessel and unusually narrow vessels, 
peripherally. The right ventricle also could be seen to 
be dilated, displacing the left ventricle in cases of 
pulmonary hypertension. The pulmonary veins were 
less markedly changed but often were widened, 
especially when the pulmonary capillary pressure was 
high. The enlargement of the veins did not correlate 
well with the left atrial enlargement. 

The left atrium in mitral disease never emptied 
completely, maintaining an ellipsoid shape. Although 
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determination of the absolute volume from the 
roentgenograms is not possible, the relative volume of 
the atrium in different parts of the cardiac cycle can 
be measured, using the ratio of maximal to minimal 
volume as a comparative figure (the volume quotient). 

In mitral stenosis the degree of change in the pul- 
monary arteries correlated well with the degree of 
pulmonary hypertension. There was always left atrial 
dilatation but the degree did not correlate well with 
the pressure of the pulmonary artery. There was a 
relatively small volume variation in the atrium be- 
tween systole and diastole. With mitral insufficiency, 
the pulmonary arteries were much less enlarged 
centrally and the left atrium was always dilated. 
There did not seem to be a diagnostic difference in 
the atrial volumes in stenosis versus insufficiency. No 
regurgitant jet could be seen. The atrial volume, 
however, varied markedly between systole and 
diastole. This was the most significant difference from 
stenosis. Also, an increase in the residual blood in the 
left ventricle during maximal contraction seemed to 
indicate either insufficiency or a complicating aortic 
valve or left ventricular lesion. 

This method may hence become of use in diagnos- 
ing the presence of insufficiency when it is usually 
clinically unsuspected prior to surgery. 

—Hermes C. Grillo, M.D. 


The Pressure Events of the Cardiac Cycle in the Dog; 
Mitral Valve Lesions. Howarp L. Moscovitz and 
Rosert J. Wiper. Am. Heart 7., 1957, 53: 741. 


SIMULTANEOUs pressure pulses from the left atrium, 
left ventricle, and aorta were recorded from 39 dogs 
with acutely produced isolated mitral stenosis, isolated 


mitral insufficiency, and combined mitral stenosis and 
insufficiency. The super-imposition of mitral stenosis 
on mitral insufficiency markedly narrows the left atrial 
pulse pressure and obscures the characteristic peak of 
the late systolic regurgitant wave on the pressure 
curve. This camouflage of the pressure changes which 
is characteristic of mitral insufficiency when mitral 
stenosis is superimposed makes clear the difficulty in 
the diagnosis of the combined lesions from pulmonary 
capillary or direct left atrial pulses. The pressure trac- 
ings show a distinct decrease in the end-diastolic pres- 
sure of the left ventricle when stenosis is superimposed 
on an already incompetent mitral valve. Although 
this would appear to alleviate the load on the left ven- 
tricle, as the stenosis becomes tighter the mitral flow 
falls to a level which produces a significant fall in aortic 
pressure with a consequent diminution in the coro- 
nary artery flow. —Martin E. Silverstein, M.D. 


Mitral Valvotomy During Pre cy. R. J. MARSHALL 
and J. F. Pantripce. Brit. M. 7., 1957, 1: 1097. 


HEART DISEASE as a complication of pregnancy, in 90 
per cent of the cases, is caused by rheumatic valvu- 
lar disease with mitral stenosis as the predominant 
lesion. Pulmonary edema due to mitral stenosis is the 
most important cause of death. Mitral valvotomy was 
performed during pregnancy in 18 patients, 12 of 
whom were multigravidas. In each patient dyspnea 
was noted toward the end of the second month and 
this increased in severity, necessitating admission to 
the hospital for pulmonary congestion and edema. In 


several cases emergency operation was necessary be- 
cause of the critical condition of the patient. 

In non-critical patients the preoperative treatment 
consisted of complete bed rest, salt restriction, and 
mercurial diuresis. Recurrent pulmonary congestion 
after such vigorous medical treatment indicated the 
need for operative interference. All the patients con- 
tinued to full-term deliveries postoperatively except in 
2 cases. Symptomatic relief was obtained within 24 
hours after operation unless the patient had an associ- 
ated tricuspid lesion. 

Moderate mitral stenosis may be converted into a 
tight stenosis by the hypervolemia and the salt and 
water retention of pregnancy. The risk of mitral 
valvotomy is no greater during pregnancy than in the 
non-pregnant patient. In this series there were no 
maternal deaths and only one fetal death. In properly 
chosen cases valvulotomy is preferable to the inter- 
ruption of pregnancy. —B. G. P. Shafiroff, M.D. 


The Prevention and Treatment of Ventricular Fibril- 
lation During Endocardial Surgery (Sulla preven- 
zione e cura della fibrillazione ventricolare nella 
chirurgia endocardiaca). P. Monpin1, C. Za 
and L. Cavattont. Acta chir. ital., 1957, 
13: 21. 


EXPERIMENTALLY it has been shown that fibrillation 
is provoked most commonly in three ways: (1) direct 
mechanical stimulation such as ligation of a coronary 
artery or ventriculotomy, (2) physical stimulation by 
electric shock or local refrigeration, and (3) stimula- 
tion by irritating chemical substances injected directly 
into the myocardium. 

The occurrence of fibrillation is said to be due to 
the intensity of any stimulus and to the particular 
state of irritability of the myocardium. In this study 
particular attention is paid to the hyperirritability 
of the heart during hypothermia. 

The authors have noted that they have been able 
to demonstrate focal necrosis in the myocardium of 
dogs sacrificed between one and 4 hours after hypo- 
thermia (21 to 27 degrees C.). In a second group of 
animals, sacrificed from 3 days to 3 years after similar 
cooling, 90 per cent of the animals were shown to have 
areas of myocardial focal necrosis in various degrees 
of spontaneous repair. 

Metabolic and biochemical alterations of the myo- 
cardium in hypothermia are due to hypoxia. The 
authors point out that although the rest of the organ- 
ism may well lessen its demands upon oxygen for 
metabolism, the heart continues to function and there 
is a continued demand upon the myocardium for work. 

Experimentally, the authors have shown that per- 
fusion of the coronary vessels with acetylcholine, 
novocain, and ATP (adenosine triphosphate) dur- 
ing open cardiotomy with extracorporeal circulation 
offers a much less optimal situation for the occurrence 
of ventricular fibrillation. 

It is their impression that there are several factors 
influencing the likelihood of ventricular fibrillation 
during hypothermia: (1) the duration of cooling (2) 
the duration of anesthesia before the initial surgical 
intervention, (3) the duration of intracardiac maneu- 
vers particularly in ventriculotomy and commissur- 
otomy (4) after circulatory depression, the sudden 
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resurgence of flow through the vena cava, and (5) the 
period of recovery from the hypothermic state. The 
greatest periods of danger of fibrillation are in the 
third and fourth instances mentioned. 

The authors’ conclusions are best emphasized 
direct quotation from their own observations, “‘less 
hypothermia, more perfusion.” 

— Walter L. Byers, M.D. 


Surgical Treatment of Mitral Insufficiency by Total 
Circumferential ‘Purse-String” Suture of the 
Mitral Ring. Rosert P. Giover and Junio C. 
Davita. Circulation, 1957, 15: 661. 


SURGICAL TREATMENT for mitral regurgitation is in- 
dicated for patients with “pure” insufficiency, for 
patients with mitral stenosis classified as inoperable be- 
cause of marked regurgitation, and for patients with 
intolerable regurgitation after commissurotomy. Re- 
duction in the size of the orifice which the mitral valve 
must close can be accomplished by a surgical-like 
purse-string suture causing constriction of the left 
atrioventricular ring. In the placement of this suture, 
injury to the following structures must be avoided: the 
coronary vessels, the myocardium, the mitral valve 
proper, and the neuroconduction system. The best 
reduction of orifice size is obtained by restrictive nar- 
rowing of the annulus. 

In a pilot study of 12 far-advanced and terminal 
cases of mitral regurgitation, 2 patients failed to sur- 
vive the operation while the others recovered and 
showed varying degrees of improvement. Almost com- 
plete restoration of normal cardiac function ensued in 
3 patients 1 year postoperatively. In terminal cases, 
myocardial exhaustion and irreversible hypertrophy 
may continue despite improvement of hemodynamic 
function obtained by operation. The urgency for the 
correction of vascular insufficiency is dependent on 
the degee of myocardial impairment. The foot-note 
contains additional data on 24 new patients who were 
subjected to this operation. The clinical salvage 
reached 42 per cent. In a new series with early cases of 
regurgitation there was no mortality and the clinical 
improvement was dramatic. 


—B. G. P. Shafiroff, M.D. 


Posttraumatic Aortic Insufficiency Occurring in Mar- 
fan’s Syndrome, with Attempted Repair with a 
Plastic Valve. E. Grey Dimonp, E. LarsEN, 
Warrorp B. Jounson, and C. Freperick Kirtte. N. 
England J. M., 1957, 256: 8. 


Acasz is presented of a 33 year old man with Marfan’s 
syndrome who had an acquired aortic insufficiency 
secondary to trauma of the chest in whom a Hufnagel 
valve was inserted. He survived 3 months following 
this surgical procedure and during this time the size 
of the heart decreased as demonstrated by roentgeno- 
grams of the chest. 

He died of heart failure and at autopsy a scar which 
represented the healing of an old tear in the intima 
was found 3 centimeters above the aortic ring. The 
aorta measured 7.5 centimeters proximal to the scar 
and 16 centimeters distal to it. The aortic valve was 
widened and two of the cusps showed fenestration. At 
the inlet and the outlet of the valve there was piled-up 
intimal tissue that had caused almost complete ob- 
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struction of the lumen, which microscopically was 
revealed to be a thrombotic process. The microscopic 
examination of the aorta showed characteristic cystic, 
medial necrosis as seen in Marfan’s syndrome. 
—David T. Petty, M.D. 


The Influence of Left Bundle Branch Block on the 
Clinical Result Following Aortic C issurotomy. 
LamBeERTO G, BENTIVOGLIO, JosEPH F. Uriccuio, and 
WiiuraM Lixorr. Am. Heart 7., 1957, 53: 922. 


LEFT BUNDLE branch block is considered a poor prog- 
nostic sign, especially in patients undergoing or re- 
quiring surgery. The present report deals with the 
effect of aortic commissurotomy on 8 patients with an 
associated left bundle branch block. The patients 
ranged in age from 29 to 79 years. The diagnosis of 
left bundle branch block was made on the criteria 
proposed by Wilson. The murmur of aortic stenosis 
was heard in the second intercostal space with radia- 
tion to the neck and left parasternal area. Electro- 
cardiograms usually showed normal sinus rhythm and 
left axis deviation. Q-T interval ranged between 0.36 
and 0.48 seconds, and P-R interval from 0.15 to 0.24 
seconds. 

The ventricular activation time showed that V, 
and V, varied between 0.01 and 0.015 seconds; V; 
and Vg from 0.07 to 0.12 seconds. Depressions of the 
S-T segments and inversion of the T waves were noted 
to the left of the precordium. Catheterization of the 
left side of the heart showed a mean systolic pressure 
gradient across the aortic valve. In 5 patients a trans- 
aortic commissurotomy was performed and in 3 
others the operation was done through the trans- 
ventricular route. 

Postoperatively, 2 patients died of cardiac arrest, 1 
patient died of myocardial infarction, and 2 patients 
expired 12 and 32 months after surgery. An analysis of 
mortality after the same operation in patients without 
left bundle branch block showed a much lower death 
rate. The percentage of deaths in patients without 
conduction defects was 36.4 per cent, while with 
bundle branch block the operative mortality rate was 
62.5 per cent. —B. G. P. Shafiroff, M.D. 


Surgical Treatment of Aortic Stenosis. RussELt Brock. 
Brit. M. F., 1957, 1: 1019. 


THE HISTORICAL development of the surgery of aortic 
stenosis is presented in addition to the principles 
governing the need for operation. The author points 
out that aortic stenosis is fundamentally a state of 
obstruction of the left ventricle and the same prin- 
ciples should be followed in its management as are 
already well established in obstruction of other hollow 
muscular viscera, such as the colon, stomach, or 
bladder. 

Surgery can now offer sufficient relief with a rela- 
tively low mortality (10 to 15 per cent) to make it 
thoroughly justifiable to refer patients with aortic 
stenosis for operation. 

The author discusses the critical clinical assessment, 
aided by the more objective methods of catheteriza- 
tion of the right and left side of the heart. Percutane- 
ous puncture of the left ventricle is a simple, safe, and 
quick way of determining the pressure gradient across 
the valve. 
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Regarding operative approaches for calcified aortic 
stenosis, the transventricular route is preferred. For 
non-calcified cases, open aortic valvulotomy under 
direct vision and with hypothermia is used. Operation 
was performed in 130 cases, 34 being examples of com- 
bined mitral and aortic stenosis. 

In an average-risk patient with an isolated aortic 
stenosis, the mortality from operation should be low; 
it is only when features of advanced secondary changes 
are present that the mortality rate rises. This means 
that in certain types of cases the risk of operation may 
lie between 25 and 50 per cent; for average cases the 
risk is probably no more than 5 per cent. 

A good result was obtained in about 70 per cent of 
the survivors. The mortality rate will always be high 
if operation is deferred until features of heart failure 
have appeared. —Stephen A. Zieman, M.D. 


Failure of Cardiopericardiopexy to Protect Pigs 
Against Acute Coronary Occlusion, Harry Gross, 
ALLAN E. RosENBLATT, ADRIAN 
on and Others. 7. Thorac. Surg., 1957, 33: 


THE PuRPOSE of this study was to determine whether 
the procedure of talc cardiopericardiopexy would pro- 
tect the pig against acute coronary occlusion. This 
animal was chosen for two reasons. First, Blumgart 
and his co-workers showed that the pig heart, like the 
human, normally has no intramyocardial anasto- 
moses. Second, the rapid growth of the pig in a rela- 
tively short time makes it possible to evaluate the pro- 
tective role of talc cardiopericardiopexy during a 
period of rapid growth. 

In the control group, following intubation, the 
heart was exposed transpleurally in 6 piglings weigh- 
ing 30 to 60 pounds. The left anterior descending 
coronary artery was ligated 2 centimeters or more 
from its origin. Most of these animals survived. For 
this reason, the left anterior descending coronary 
artery should be ligated within 2 centimeters of its 
origin to kill the piglings uniformly. 

In the experimental group 50 pigs were used in this 
phase of the experiment. The animals were prepared 
by placing 4 to 6 grams of sterile U.S.P. talc (mag- 
nesium silicate) into the pericardium as an extra- 
pleural procedure. All the animals received antibi- 
otics postoperatively. 

Of the 50 pigs 21 survived the experiment and were 
challenged at various intervals from 1 to 55 weeks. 
The remaining animals were included in the control 
group used to determine the site of ligation or were 
lost because of technical difficulties. The challenge in- 
cluded left anterior coronary ligation at the site which 
had proved fatal in the control group. The operations 
were done extrapleurally. During the survival period 
which ranged from 1 to 55 weeks, the older animals 
increased their weight tenfold so that the largest sur- 
vivors weighed 600 to 700 pounds. 

No beneficial effects resulted from talc cardio- 
pericardiopexy in protecting the pig heart against 
subsequent ligation of the coronary arteries. Pericar- 
dial adhesions developed wherever talc powder was 
insufflated. The adhesions were dense and so avascular 
that when they were cut, no bleeding resulted. They 
were firm enough so that they had to be cut by sharp 
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dissection for, when divided by blunt dissection, atrial 
tears frequently resulted. 

During the period of observation, there was no gross 
or histologic evidence of increased collateral circula- 
tion. The experimental animals did not survive any 
longer than the controls regardless of the duration of 
talc instillation. 

The burden imposed on the coronary circulation by 
the experiments was great. The ligations were sudden, 
complete, and high, 2 centimeters or less distal to the 
bifurcation of the left coronary artery. Since there was 
no stimulus for the development of a coronary col- 
lateral circulation in these animals by progressive 
coronary narrowing as in Blumgart’s experiments, the 
load on the coronary circulation and the effectiveness 
of talc insufflation was great. 

The experimental conditions do not simulate ex- 
actly the course of human coronary artery disease. In 
man, the greatest stimulus to the formation of a col- 
lateral circulation is progressive coronary narrowing. 
When the collaterals are well developed, occlusions of 
one or both coronary arteries may be well tolerated. 
Contrariwise, sudden hemorrhage into a plaque of 
coronary artery close to the bifurcation, when coronary 
disease is local, is usually fatal in man. This clinical 
condition was simulated in the experiments per- 
formed. 

In the normal pig, the introduction of talc into the 
pericardium is well tolerated. Animals surviving talc 
pericardiopexy for as long as 1 year were not pro- 
tected from the effect of acute ligation of the left cor- 
onary artery. Constrictive pericarditis was not pro- 
duced in any of the animals. 

— John H. Mohardt, M.D. 


Fracture of the Ribs and Traumatic Pericarditis; 
Changes (Rippenfraktur und 
traumatische Perikarditis. EKG—Veraendemingen). 
W. Kausacu. Chirurg, 1957, 28: 107. 


TRAUMATIC INJURIES to the heart and pericardium, 
incurred in various kinds of accidents, occur com- 
paratively often. Two case histories reporting frac- 
tures of 2 and 5 ribs, respectively, are discussed in 
detail. Both cases followed a similar clinical course: 
trauma to the thorax, on the third to fourth day a 
rise in pulse and temperature with postanginal com- 
plaints and pericardial friction, general ST elevation 
in the electrocardiogram, and on the fifth to the 
seventh day beginning normalization of the tempera- 
ture and heart function. In the electrocardiogram the 
follow-up stage of pericarditis sicca with general T 
flattening and sometimes T negativity was observed; 
eventual disappearance of the electrocardiographic 
changes took place in a few weeks or months, the 
time depending upon the extent of the trauma. 

In the years from 1947 to 1954 there were 588 pa- 
tients with thoracic injuries who were treated in the 
author’s clinic; 31.4 per cent had multiple rib frac- 
tures (mortality 11 per cent), 18.5 per cent had blunt 
injuries to the organs (mortality 11 per cent), 3.8 per 
cent had open injuries to the thorax (mortality 11 per 
cent), 15.3 per cent had rib fractures, 15.6 per cent 
contusions, and 15.4 per cent soft tissue injuries. 

Especially in the cases of open thorax injuries the 
possibility of heart involvement should be const- 
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dered. The electrocardiogram is a valuable help in 
diagnosing anatomical lesions as well as purely func- 
tional disturbances of the heart. An electrocardio- 
graphic series over a longer period of time allows a 
better evaluation of the prognosis. A comparison 
with a pretraumatic electrocardiographic reading 
is also of great help. —Victor R. Fablokow, M.D. 


ESOPHAGUS AND MEDIASTINUM 


The Effect of Radiation on the hagus; a Clinical 
and Histologic Study of the Effects Produced b 
the Betatron, B. SEAMAN and Lauren V. 
ACKERMAN. Radiology, 1957, 68: 534. 


Ir HAS BEEN repeatedly shown that with supervoltage 
equipment it is possible to damage deep-seated organs 
without injuring the skin. The total dosage that can 
be delivered to a neoplasm is thus no longer depend- 
ent upon skin tolerance but upon the tolerance of 
deep-lying tissues in the path of the beam. In the 
author’s experience the major limiting factor in the 
treatment of intrathoracic cancer with the betatron 
has been the tolerance of the esophagus. During the 
past 2 years, among the patients whom they have 
treated for carcinoma of the lung, there were 20 who 
could not be adequately treated without inclusion of 
the esophagus within the irradiated volume. All 
exhibited clinical evidence of radiation esophagitis of 
varying degree. In 11 patients the reaction was con- 
sidered to be mild. This consisted of slight to moder- 
ate substernal burning beginning usually in the third 
week of therapy and continuing for several weeks after 
the completion of treatment. The pain was not severe 
enough to interfere seriously with nutrition but fre- 
quently required some dietary modification. Four 
experienced moderately severe reactions character- 
ized by more severe pain on swallowing and lasting 
for 2 to 3 months after the end of therapy. Five severe 
reactions were manifested by marked dysphagia and 
the development of permanent organic strictures 
requiring dilatation. In 2 instances, a tracheoesopha- 
geal fistula developed. 

The authors had the opportunity to study some of 
the irradiated esophagi histologically 8 to 12 months 
after the completion of the therapy. The skin-sparing 
effect of this type of high-energy radiation was con- 
firmed microscopically by the absence of radiation 
changes in the epidermis and subcutaneous tissues. It 
seems likely that during irradiation there is first 
destruction of epithelium of the esophagus and then, 
with waning of the radiation effect, as in other 
epithelial-lined tissues, regeneration of the lining 
membrane. The authors were impressed with the 
extremely prominent changes in the submucosa of the 
esophagus which seemed so very characteristic. The 
changes in the muscle had been the most remarkable, 
since muscle is supposed to be an extremely radio- 
resistant tissue. It was believed that the critical level 
of radiation that can be tolerated by the esophagus is 
— upon the tolerance of the submucosa and 
muscle, 

The dose delivered to the esophagus was high but 
was predicated on a low relative biologic efficiency. 
The reduction in total dosage has decreased the sever- 
ity of these reactions. A total dose of 6,000 roentgens 
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given at a rate of 1,000 roentgens a week seems to be 
about the upper limit of tolerance. The authors’ clini- 
cal experience is more in accord with recent experi- 
mental work that assigns to 24-MEV radiation a rela- 
tive biologic effect of approximately one. 

—Harold L. Method, M.D. 


Surgical Considerations in Treatment of Esophageal 
Hiatal Hernia, THzopore T. Myre, Jonn W. Kirx- 
Lin, Howarp A, ANDERSEN, and O. THERON CLaGETT. 
J. Am. M. Ass., 1957, 164: 147. 


Tuts stupy is undertaken to evaluate objectively an 
experience with esophageal hiatal hernias on two 
surgical services at the Mayo Clinic from 1952 through 
1955, particularly as to operative techniques and re- 
sults of surgical intervention. 

A total of 113 patients were operated on for esoph- 
ageal hiatal hernias in the 4-year period. There 
were 54 men and 59 women. Before operation, 78 per 
cent of the patients had experienced symptoms 
attributable to the hiatal hernia. The commonest 
complaint was substernal burning distress, whereas 
dysphagia or regurgitation was noted by about a third 
of the patients. Gastrointestinal bleeding had been 
present in 19 per cent of the patients. 

Roentgenoscopic and roentgenographic studies 
demonstrated the hernias in all but 1 patient. A useful 
classification categorizes diaphragmatic hernias ac- 
cording to four anatomic locations: hernias through 
an esophageal hiatus, through the foramen of Mor- 
gagni, through the foramen of Bochdalek, and through 
the dome of the diaphragm. In the surgical repair an 
abdominal approach was used in 57 per cent of the 
cases in this series, whereas the repair in 36 per cent 
was accomplished through a transthoracic approach. 
In a few cases, under special circumstances, a left 
thoracoabdominal incision was used. It is emphasized 
that the identical repair can be effected working either 
above or below the diaphragm, but certain patients 
with esophageal hiatal hernias have associated path- 
ologic changes in the abdomen for which operation is 
likewise advisable. Other abdominal surgical proce- 
dures were deemed necessary at the time of repair of 
the hiatal hernia in 40 cases, or 35 per cent of the 
entire group. A cholecystectomy was performed in 27 
cases, a partial gastrectomy in 10 cases, an excision of 
gastric ulcer and gastroenterostomy in 1 case, a total 
gastrectomy in 1 case, and a pyloromyotomy in 1 case. 

The repair of esophageal hiatal hernia is directed 
toward correction of the defects whch might entail 
incision of the attenuated portion of the phrenoesoph- 
ageal ligament and suture of the esophageal portion 
to the cut edge of the diaphragmatic fascia and reap- 
proximation of the two limbs of the right crus behind 
the esophagus. 

An abdominal approach was used for the surgical 
repair in 57 per cent of the patients, whereas a trans- 
thoracic incision was utilized in 36 per cent. Post- 
operative symptomatic relief was experienced by more 
than 90 per cent of those who had preoperative symp- 
toms. One death occurred after operation, resulting 
from pseudomembranous ileocolitis. The recurrence 
rate relatively early in the postoperative course was 
10 per cent, indicating that this rate might be greater 
after longer follow-up. —Stephen A. Zieman, M.D. 
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Massive in Hemorrhage (Die massive Oesoph- 
43. 


. ZENKER. Deut. med. Wschr., 1957, 82: 


Accorp1nc to the author’s experience, approximately 
10 per cent of all cases of hematemesis are caused by 
ruptured esophageal varicosities. Such source of 
bleeding should be suspected if liver disease is recorded 
in the history or if icterus, ascites, enlarged spleen, or 
so-called caput medusae is found. 

If spontaneous cessation of high gastrointestinal 
bleeding of obscure origin does not take place, a 
Sengstaken-Blakemore tube should be introduced. If 
the bleeding stops, the hemorrhage is in all probability 
caused by esophageal varicosities. Endoesophageal 
coagulation of the bleeding varices through an esopha- 
goscope is not recommended by the author. He favors 
transthoracic transesophageal suturing of the sub- 
epithelial varicose plexuses, as described by Linton. 

If the source of bleeding cannot be determined, an 
exploratory laparotomy should be performed. If 
dilated veins in the region of the cardia, attributable 
to portal cirrhosis, are found, subdiaphragmatic 
suturing of the varices can be done. 

The author vigorously opposes extirpation of the 
spleen in patients with portal hypertension, and makes 
only one exception to this rule: the operation furnishes 
good results when an isolated thrombosis of the 
splenic veins is present. In other words, splenectomy 
should not be contemplated until the degree of portal 
hypertension and the type of interference with the 
reflux of the venous blood have been determined. 

The portacaval shunt offers the best chances for the 
prevention of bleeding from esophageal varicosities. 
The degree of obstruction can be determined by 
splenoportography and measurement of the splenic 
pressure. If the liver function is poor, a side-to-side 
anastomosis is preferable to an end-to-side anastomosis 
between the portal vein and the vena cava inferior, 
because the latter intensifies insufficiency of the liver 
by producing a complete deviation of the blood flow 
in the portal system. 

Splenorenal anastomosis is especially valuable in the 
presence of an extrahepatic block but should be con- 
sidered also in intrahepatic block if the liver function 
is poor and a portacaval shunt encounters technical 
difficulties. 

Of 8 patients observed by the author, 1 died 5 days 
after the operation from acute insufficiency of the 
liver, 1 succumbed to the same condition on the 
twenty-third postoperative day, 1 developed a fatal 
acute atrophy of the liver 4 months after the operation, 
and the remaining 5 patients were in good condition 5 
years later. 

Cancer of the cardia or the esophagus rarely causes 
a massive hemorrhage. If endoscopic electrocoagula- 
tion does not control the bleeding, a radical operation 
or irradiation come into consideration. 

— Joseph K. Narat, M.D. 


Surgical Management of Massive Bleeding from 
Esophageal Varices (Chirurgische Behandlung mas- 
siver Blutung aus oesophagealen Varizen). VLADISLAV 
Rapant. Thoraxchirurgie, 1957, 4: 414. 


A THOROUGH REVIEW is made of the physiologic and 
technical methods of handling massive bleeding from 


the esophagus. The author believes that unless the 
true cause of the bleeding is established, definitive 
procedures such as ligation of the hepatic artery, 
gastric and esophageal resection, or splenectomy may 
be ill-advised. 

Although intraesophageal varix puncture with in- 
stallation of scarifying material and the operative 
procedures described by Crile and Linton have served 
to fill a need to gain time, there is considerable danger 
of slough and destruction of the mucosa. This may 
lead to perforation and its complications. 

A method of direct attack on the varices is outlined. 
By means of a direct, right thoracotomy the muscular 
coat of the esophagus is divided longitudinally and 
sclerosing material is directly injected into the exposed 
venous plexus. 

Later, examinations can be done to determine the 
cause of the esophageal varices and the best method of 
definitive surgery can be chosen at leisure with the 
patient in reasonably good condition. Five cases are 
cited which were handled by this method. Three of 
them proved to be due to extrahepatic hypertension 
and 2 to intrahepatic disease with severe disturbance 
of the liver function. The 3 cases of extrahepatic 
hypertension include 2 patients who are living and 
well after 1 and 2 years, respectively. The third pa- 
tient, after 6.5 months without bleeding, died froma 
single fatal hemorrhage. Of the last 2 of the 5 patients, 
1 has lived 6 months without further difficulty, while 
the second patient died after 6 months in a hepatic 
coma. — Walter L. Byers, M.D. 


Less Frequent Causes of Massive Hemorrhage from 
the Esophagus (Cause infrequenti di pa emorra- 
gia dell’esofago). M. Fincato and G, Go a. Fracastoro, 
1957, 50: 11. 


WITH THE EXCEPTION of bleeding varices and hepato- 
splenic disease etiologic esophageal bleeding can be 
placed in three categories: 
1. Bleeding from the esophagus or esophagogastric 
junction 

a. Diaphragmatic hernia through the hiatus 

b. Short esophagus 

c. Atresia 

d. Cardiac achalasia 

e. Diverticulum 

f. Bronchoesophageal fistula 

g. Telangectasia 

h. Spontaneous rupture 

i. Benign or malignant tumor 
2. Disease or displacement of nearby organs 

a. Diaphragmatic hernia, congenital, acquired, or 

traumatic : 

b. Disease of the neck or mediastinum 
3. Traumatic lesions 

a. Foreign body 

b. Surgical or due to instrumentation 

c. Wounding 

d. Burns 

A short discussion is presented concerning the his- 
tory and physical findings in each of the entities in the 
three main categories. The differentiation between 
hemorrhage from pulmonary disease and from gastro- 
duodenal ulcer as opposed to that from the esophagus 
is stated to be of primary importance and can be 
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ined from the history and physical examination. 

e authors state, however, that in the presence of 
extremely violent hemorrhage the differential diag- 
nosis of gastroduodenal bleeding may be most dif- 
ficult to ascertain in the absence of a definite history 
of ulceration. 

In extreme hemorrhage they believe that the Seng- 
staken tube should be employed early, but if differ- 
entiation is involved norepinephrine, thrombin, or 
thromboplastin is used in an early attempt at control. 
However, their results have generally been good with 
use of the tube for tamponade. They point out that in 
a short esophagus the tube can inadvertently be 
placed below the lesion and therefore be quite inef- 
fective. 

The use of the esophagoscope is limited and should 
only be resorted to by the most experienced operators. 
It is most helpful in the differentiation of ulceration, 
of bleeding due to hiatal hernia, and of diverticula. 
It is thought to be contraindicated, however, in sus- 
pected neoplastic lesions, burns, and early traumatic 
lesions. 

Therapy is divided into emergency and elective 
procedures. Oxygen, hemostatic agents, blood trans- 
fusions, and plasma expanders are used freely. 
Particular attention is paid to sedation, for it is felt 
that there is considerable attendant psychic agitation 
with such hemorrhage. Barbital derivatives are used 
for sedation as well as for pain. 

Tamponade by means of the Sengstaken tube 
should give results in about 12 hours, but no less than 
36 hours of treatment by this method should be ex- 
pected to control severe bleeding. 

Surgical intervention was not discussed except for 
the fact that it should be reserved in all instances, 
provided the case is not one of spontaneous rupture, 
foreign body, or wounding. 

— Walter L. Byers, M.D. 


The Postoperative hagus in X-Ray Studies (Der 
OssETTI. Thoraxchirurgie, 1957, 4: 380. 
THE AUTHOR states that whereas the technique and 
indicationsin most instances ofsurgery on the esophagus 
have been well established, the ultimate results in 
many instances, especially those in carcinoma, have 
not been too encouraging. It is believed that better 
results can come, first, from early diagnosis with 
roentgenography and esophagoscopy, and, second, 
np and regulated — with roentgeno- 
grams of the postoperative esophagus. 

It is proto a on there is a rather well docu- 
mented effect of division of the vagi on gastric motility 
and secretion, but that the effect it has on the altera- 
tion of tonus of the stomach is at present not too well 
known. 

Careful roentgenologic examinations in multiple 
positions of the postoperative subject within a week of 
surgery and at carefully controlled intervals revealed, 
first, considerable gastric atony and retention. In 
many instances there was no evidence of dysphagia. 
During the course of regular investigations the gradual 
return of some type of intrinsic innervation was noted 
and thought to be due to influence of the intramural 
gastric plexus. 
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In other instances evidence of pylorospasm and 
dilatation of the duodenum was noted for as long as 3 
months. 

This study would indicate that often there is hyper- 

ristalsis followed by antiperistalsis and regurgitation. 

ter, with continued reflux of the gastric contents 
into the esophagus, there was a sign of the beginning 
of esophagitis followed by stenosis. The author points 
out that from their studies they were able in most in- 
stances to classify stenosis as: (1) Early reversible 
stenosis, (2) delayed stricture due to scarring at the 
anastomosis, and (3) stenosis due to residual tumor 
growth. 

It is reported that in a few cases of cardiospasm 
extramucosal myotomy seemed to be encouraging. 
The remainder of the article is given over to the 
roentgen findings of diverticula of the esophagus, 
resection of benign tumors, and the management of 
perforation of the wall. Finally, description is given of 
a plastic procedure for displacement of the fundus 
through a hiatus hernia by gastric plication of the 
stomach about the intubated esophagus. 

— Walter L. Byers, M.D. 


Experimental Investigation on Plastic Reconstruction 
of the Thoracic Esophagus (Experimentelle Unter- 
suchungen zum Ersatz des thorakalen Ocsophagus). 
Erpem C. Yasaroii, R. Hess, F. ENDERLIN, and K. 
Mernarous. Thoraxchirurgie, 1957, 4: 474. 


FROM ANIMAL EXPERIMENTS as well as clinical experi- 
ences it is well known that sutures attaching a plastic 
prosthesis to an esophageal defect invariably cut 
through within 4 to 8 days. Furthermore, foreign 
material exerts an injurious effect upon mediastinal 
structures, the trachea, bronchi, the aorta, and the 
thoracic duct, which leads to erosions, ulcerations, and 
fistulas. Based on these considerations, the authors 
have devised a procedure using the great omentum in 
order to prevent leaking at the suture line into the 
mediastinum and to protect the mediastinal structures 
from direct contact with the polyethylene tube em- 
ployed for reconstruction of the thoracic esophagus. 

Ten dogs were subjected to the procedure and ob- 
served for periods from 2 days to 11 months. In 3 of 
the animals a two stage operation was performed, in 
the remaining 7 dogs the procedure was completed in 
one sitting. In all of the animals the abdomen was 
first opened through a left rectus incision. The tip of 
the great omentum was marked by means of a small 
tube which was attatched to it and sutured to the 
diaphragm, to the right of the central tendon. The 
right chest was then entered through the bed of the 
fifth rib, the rib being left in place. After ligation and 
transection of the azygos vein, the mediastinal pleura 
was opened, the middle part of the thoracic esophagus 
was dissected free, and a 5 to 8 cm. segment of the 
esophagus was resected. The different layers of the 
esophageal wall of each cut end were approximated 
and the mucous membrane was everted by means of a 
continuous suture of fine catgut. A purse-string suture 
of heavy silk was placed through the submucous tissue 
2 cm. from each cut end. An elastic but not soft 
polyethylene tube 12 cm. in length and 11 to 15 mm. 
in diameter was then inserted in such a manner that 


both esophageal cut ends were pulled over the edges 
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Fic. 1 (Yasargil al.). a, Tension-free proximal part 
of the esophagus, b, closure of the mediastinal pleura, 
c, reapproximated stumps of the azygos vein, d, great 
omentum, e, azygos vein, f, wire sutures, g, purse-string 
suture, h, distal part of the esophagus, i, diaphragm, 
k, superior vena cava, and 1, great omentum. 


of the prosthesis. The purse-string sutures were tied 
over a groove in the tube and the cut ends of the 
esophagus were attatched to a rim of the prosthesis 
with interrupted mattress sutures of fine stainless steel 
wire. Thereafter the great omentum was pulled into 
the chest through an incision in the diaphragm and 
placed around the prosthesis to cover the entire tube 
and both anastomoses. The omentum was then 
sutured to the esophagus and to the diaphragm and 
the free edges of the omentum were connected with 
interrupted stitches. The mediastinal pleura and the 
stumps of the azygos vein were reapproximated, 
penicillin and streptomycin were placed in the pleural 
cavity and the chest was closed in layers. Postopera- 
tively, supracombin was administered for 7 to 10 days 
for the prevention of infection. The dogs were fed 
through the gastrostomy tube until the sixth to eighth 
postoperative day, after which time they were given 
water by mouth. After the second week the animals 
received soup orally and after the third week, chopped 
meat. 

One of the animals expired on the second post- 
operative day following a massive pulmonary em- 
bolism, one died on the seventh day from bilateral 
pneumonia, and a third died on the eighth day after 
a massive pleural effusion. 

One dog developed an esophagopleural fistula be- 
cause of an error in technique at operation and was 
sacrificed on the ninth postoperative day. 


Difficulties in swallowing and consequent mal- 
nutrition occurred in 2 animals, in both of which a 
small tube, 11 mm. in diameter was inserted. One of 
the 2 dogs was sacrificed after 8 weeks and the other 
animal died 11 months after operation following a 
delivery. The remaining 4 dogs were sacrificed after 
5 days to 13 weeks. 

The esophagus was visualized in the postoperative 
period in 5 dogs; among these were the 2 animals in 
which the small prostheses were used. Both dogs 
showed dilatation and increased peristalsis of the 
esophagus proximal to the prosthesis. In the remain- 
ing 3 dogs a free was found, the contrast 
agent being collected above the prosthesis and pushed 
through the tube into the stomach with no difficulty. 
No dilatation of the esophagus was found. 

The purse-string suture was found to cut through 
between the fourth and sixth postoperative days, at 
which time a dense fibrosis of the omentum had 
already taken place and sealed off both anastomoses 
against the mediastinum. Slight ulcerations of the 
esophageal mucosa were found underneath the 
prosthesis. No regeneration of the epithelium could 
be demonstrated after 13 weeks. 

The feasibility of the procedure in human patients 
was investigated on 22 cadavers in whom the great 
omentum was transected vertically, so that the part 
to be used was entirely supplied by the right gastro- 
epiploic artery. After the omentum was freed from 
the tenia omentalis and the gastrocolic and gastro- 
hepatic ligaments were freed, the omentum could be 
brought up as high as the upper thoracic aperture 
without tension. — Erwin Simandl, M.D. 


Fic. 2. Two weeks after successful operation; a, col- 
lection of the contrast agent, and b, contraction of the 
esophagus, propelling the contrast agent through the 
prosthesis into the stomach. 
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Mediastinal Adenopathy with Spontaneous Regres- 
sion in the Adult (Adénopathies médiastinales spon- 
tanément régressives de Adulte). Jacques Lemé- 
NAGER, JACQUES Porin, and JosEPH RoussELor. Sem. 
h6p. Paris, 1957, 33: 1526. 


BECAUSE OF THE ADVANCEMENT in radiological tech- 
niques, mediastinal adenopathies are quite frequently 
recognized nowadays. It has recently been found that 
in some cases there is appearance of such adenopathy 
in asymptomatic patients, and the glandular enlarge- 
ment gradually subsides spontaneously. Thissyndrome 
has but recently been recognized and the etiology is 
yet to be definitely established. Some of the cases are 
suggestive of tuberculous origin, others seem to be 
sarcoidosis, while the rest have features resembling 
those of a viral infection. The authors give a review 
of the significant literature up to the present date and 
report briefly on 12 illustrative cases. 

There are certain common features in this group of 
cases which suggest the existence of a definite syn- 
drome pattern. Thus, the lesion is usually latent, there 
being nodular erythema or peripheral adenopathy 
concomitantly only in a few instances. The roentgeno- 
graphic appearance of hilar adenopathy is sometimes 
accompanied by fleeting granular and reticular 
shadows in the pulmonary fields. The adenopathy is 
bilateral although one side is usually more marked. 
There is seldom any bronchial compression, clinically 
or on tomographic studies. Bronchoscopy, when done, 
only shows minor and nonspecific inflammatory 
changes. With few exceptions, the tuberculin reaction 
isnegative, and so far, bacterial, viral, and hematologic 
studies have all failed to demonstrate any specific 
etiologic agent. 

The authors discuss the possibility of infective agents 
as being the cause of the syndrome and also the possi- 
bility that these cases represent sarcoidosis or benign 
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lymphoma. In view of the essentially benign and self- 
limited nature of the process, they advise against 
radiation therapy of these patients. 

—Ranes C. Chakravorty, M.D. 


MISCELLANEOUS 


Pulmo: Changes Following Bronchography with 
Dionosil Oily; Animal Experiments. Lars ByjOrK 
Herman Lopin. Acta radiol., Stockh., 1957, 47: 


Dionosit omy is a bronchographic medium with the 
opaque substance suspended in ground-nut oil. The 
oil is said to be broken down into glycerine and 
“‘speciex-specific” fatty acids. It is claimed that such 
fatty acids have a greater absorbability than iodized 
foreign unsaturated fatty acids of earlier preparations. 
The opaque substance is absorbed and within a week 
excreted by the kidneys. 

The authors performed percutaneous endotracheal 
bronchography on 20 rabbits weighing about 2,500 
kgs. About 1 milliliter of contrast medium was neces- 
sary for satisfactory filling as checked by roentgeno- 
grams. The histologic examination of pulmonary tis- 
sues of 10 rabbits, done 3 months after the bronchog- 
raphy, revealed oil residua in 8 animals, the amount 
being considerable in 4. In 3 of these 8 animals 
foreign body granulomas were present. In 10 other 
animals examined similarly after 6 months, oil residua 
were found in 7. All 7 showed foreign body granu- 
lomas that were larger and more extensive than in 
the previous group. In both groups there was a 
generalized thickening of the septa and alveolar walls 
with oil present in the alveoli, alveolar walls, lymphat- 
ics, and some granulomas. The 10 animals used as 
controls were histologically normal. 

—Ranes C. Chakravorty, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Diagnostic Value of Paracentesis in the Acute Sur- 

cal Condition of the Abdomen. Sam D. WEAKLEy, 

r. and Crocker B, Am. 7. Surg., 1957, 93: 
802. 


ABDOMINAL PARACENTESIs is a simple procedure with a 
high degree of percentile diagnostic success. The tech- 
nique used employs tapping in the dependent lower 
quadrant of the abdomen with the patient in the 
lateral decubitus position. If a negative tap is encount- 
ered on one side, the opposite side is likewise tapped. 
A 10 cubic centimeter syringe is used with the Potter 
pneumothorax needle or a No. 18 or 20 gauge spinal 
needle. 

Aspiration in the region of a mass, a scar, or the 
bladder should be avoided. The syringe should be 
depressed flat on the abdomen so that the point of the 
needle is close to the peritoneal surface in order to 
catch fluid from a thin film along the parietal peri- 
toneum. A drop or two of fluid is adequate for smear 
and culture. A sufficient quantity for cell block will be 
necessary to diagnose carcinomatosis. 

An abdominal paracentesis is indicated for specific 
diagnosis of the various etiologies of inflammatory, 
neoplastic, or traumatic involvement of the peritoneal 
cavity. The contraindications are few, but when a 
loop of intestine is fixed as in masses near scars, near 
the bladder and in intestinal distention, tapping 
should be avoided. No complications were encoun- 
tered in over 400 cases at the Louisville Veterans 
Administration Hospital. 

The characteristics of the fluid obtained by tapping 
is described for the conditions in which the procedure 
is most useful. In acute pancreatitis the fluid is watery, 
blood-tinged, contains gross and microscopic fat 
globules, and has a prolonged elevation of the amylase 
level. 

In perforated ulcer the fluid is turbid or purulent 
with flecks of fibrinous material and as a rule gives a 
positive test for bile and also for acid. 

In the presence of gangrenous or perforated bowel, 
hemorrhagic to purulent fluid, often of foul odor and 
containing leucocytes and organisms, is aspirated. 

Primary peritonitis yields fluid containing gono- 
cocci, pneumococci, or streptococci and is a contra- 
indication to surgery. On the contrary, a purulent 
fluid with or without gram-negative rods and other 
mixed bacteria points to secondary peritonitis and the 
need for surgical exploration. The presence of fluid 
blood, in the absence of injury, suggests a ruptured 
graafian follicle, tubal pregnancy, or, rarely, abdo- 
minal apoplexy. 

Trauma produces a bloody fluid and when the uri- 
nary bladder is ruptured a uriniferous odor is pro- 
duced, while in rupture of the bowel the fluid has a 
fecal odor. 

A number of cases are described in which abdom- 
inal paracentesis aided in the diagnosis. 

—Enrnest D. Bloomenthal, M.D. 
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Staphylococcal Diarrhea; with an Account of an Ac. 
count of 2 Outbreaks in the Same Hospital, J. 
Cook, C. Exuiort, A. Extiot-Smirn, B. R. Frissy, 
and A, M. N. Garpner. Brit. M. 7., 1957, 1: 542, 


STaPHYLococcaL diarrhea is a common and often 
fatal postoperative complication when antibiotics are 
being used prophylactically as routine therapy. In 
the Radcliffe Infirmary it became the major cause of 
death after elective partial gastrectomy. In medical 
patients, also, prolonged administration of antibiotics 
—for example, in chronic respiratory infections—is 
fraught with danger, especially when given in the 
hospital. Therefore, the routine prophylactic use of 
these antibiotics is not justified. The relatively in- 
soluble sulfonamides provide adequate preparation 
for colonic surgery, and it is unnecessary, and even 
dangerous, to use antibiotics in order to prepare the 
patient for operation either on the stomach or on the 
unobstructed small bowel. 

However, if postoperative complications ensue, or 
if definite indications are present at operation (for 
example, a grossly soiled peritoneal cavity), the ap- 
propriate antibiotic should be used at full strength and 
in short courses. Garrod (1955) outlined the principles 
for the correct use of antibiotics. Their abuse may lead 
to tragedy. 

In conjunction with these measures, every effort 
must be made to reduce the numbers of Staphylococ- 
cus aureus in the environment of the patient, not 
only to avoid surgical sepsis but to allow the safe 
and effective use of antibiotics when this is necessary. 

— Benjamin Goldman, M.D. 


Etiology and Treatment of Digestive Hemorrhage 
(A propos de l’etiologie et du traitement des hémor- 
ragies digestives), P. HitLEMAND and MownEROT. 
Arch, mal. app. digest., Par., 1957, 46: 144. 


THE AuTHOoRS, from the Tenon Hospital in Paris, 
studied the etiology and report on the treatment of 
200 cases of digestive hemorrhage (93 of them grave) 
which they observed during the 10 year period from 
1946 to 1955. One hundred and forty of the patients 
were males and 60 were females. The median age of 
the males was 43, and that of the females 58, with 
limits of 15 to 87. 

As regards etiology, the site of the bleeding was 
diagnosed with certainty in 123 cases: peptic ulcer, 
50; gastrojejunal ulcer, 3; postgastrectomy gastric 
ulcer, 1; cirrhosis, 23; portal hypertension with 
splenomegaly but without cirrhosis, 2; gastric car- 
cinoma, 11; diaphragmatic hernia, 11; gastritis and 
esophagitis, 10; and the others, miscellaneous causes. 
In 34 cases the diagnosis was made clinically, but was 
not absolutely proved (probable peptic ulcer in 19, 
hiatal hernia in several, alcoholism in 12, and rare 
diseases in 3); in 45 no etiology was established. Radio- 
logic, gastroscopic, and other diagnostic studies should 
reduce this high percentage in the future. 
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Summarizing their analysis as regards etiology, the 
authors emphasize the following facts: (1) very early, 
precise diagnosis was possible in only 1 case of every 
5; (2) the most common and the most probable 
causes of digestive hemorrhage were ulcer; (3) the 
greater frequency and seriousness of hemorrhage in 

tric as compared with duodenal ulcer is striking; 
fi) the chances are 8 of 10 that an anti-ulcer regimen 
will be effective in protecting the patient against 
hemorrhage; (5) the chances are 3 of 5 that hemor- 
rhage will recur in those in whom it is the first sign of a 
digestive disorder, especially those with a posteriorly 
situated ulcer; (6) in patients with carcinoma, hemor- 
rhage as the first presenting symptom is common, and 
the prognosis is grave; and (7) bleeding in cirrhotic 
patients is severe in every third patient. 

In general the authors favor nonoperative treat- 
ment, especially small transfusions. Ninety-three of 
the 200 patients had severe bleeding, as evidenced by 
peripheral red cell counts below 2,500,000. Thirty- 
two patients died. In 16 death was inevitable (death 
within a few hours of admission, advanced cirrhosis, 
or carcinoma). Of the 16 others who died 7 patients 
had ulcer; 4 were under medical treatment (2 of them 
were not considered as candidates for operation be- 
cause of their age, and the other 2, in retrospect, 
might have benefited from an operation) and 3 had 
operations which resulted in death. Among the re- 
maining 9 cases of fatal hemorrhage, 1 death was due 
to phenylbutazone poisoning, 1 to perforation of a 
gallstone, and 7 to bleeding from an unknown cause. 
In patients in whom bleeding has been arrested, the 
authors favor elective surgery because of the frequency 
of relapse under medical treatment. 

The authors draw the following conclusions from 
their studies: (1) if the diagnosis of ulcer is certain, 
medical management is preferred when there is 
serious hemorrhage from a posterior ulcer and surgical 
management is favored for ulcer on the lesser curva- 
ture, duodenal ulcer, and ulcer with perforation; 
(2) ideal management is combined medicosurgical 
from the time of admission; (3) conservative treat- 
ment is chosen in digestive hemorrhage of unknown 
etiology, and every diagnostic measure at hand should 
be employed to reduce the number of hemorrhages of 
uncertain etiology. —Edwin 7. Pulaski, M.D. 


Massive Gastric (Die grosse Magen- 
blutung). R. Nissen and F. ENpDERLIN. Deut. med. 
Wschr., 1957, 82: 539. 


A MASSIVE GASTRIC HEMORRHAGE Creates four problems 
for the physician: (1) clinical diagnosis of the source 
of the hemorrhage, (2) choice of conservative treat- 
ment or surgical intervention, (3) demonstration of 
the site of bleeding in the course of the operation, and 
(4) selection of the operative procedure. 

Concurrent esophageal varices and a stomach ulcer 
may create great diagnostic difficulties. Varicosities 
caused by portal hypertension may be located in the 
region of the fundus. 

The authors advocate roentgenologic studies in the 
presence of a gastric hemorrhage, provided that no 
compression of the epigastrium is employed, although 
the value of such examination is rather limited. For 
instance, blood coagula may be mistaken for a tumor, 
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and a penetrating ulcer on the posterior wall may be 
overlooked more easily than in the course of a routine 
examination. Gastroscopy has still greater limitations 
as it will reveal only an ulcer on the lesser curvature. 
On the other hand, a scout film taken after insuffla- 
tion of air into the stomach may reveal a cancer of the 
fundus. This method deserves greater popularity than 
it is receiving at present. 

Of 93 patients with gastric or duodenal bleeding, 
observed by the authors during a 4 year period, 62 
had massive hemorrhages. In the entire group of 93 
the bleeding was caused by one of the following con- 
ditions in the descending order of frequency: duodenal 
ulcer, gastric ulcer, tumor of the stomach, hemor- 
rhagic gastritis, obscure lesion, malformation of the 
blood vessels, anastomotic ulcer, and hemorrhagic 
diathesis. 

Of the 62 patients with massive hemorrhages, 12 
were treated conservatively with a mortality of 25 
per cent, and on 50 an operation was performed 
with a mortality of 8 per cent. 

The authors emphasize the importance of reducing 
the duration of the operation to a minimum. A certain 
disadvantage of a team, consisting of an internist and 
a surgeon, lies in the danger of procrastination. 

The first hemorrhage, even if massive but of short 
duration, should be treated conservatively. 

In prolonged bleeding the rapidity of the loss of 
blood is of greater importance than the absolute 
amount of lost blood. If more than 500 c.c. of blood 
must be administered within 8 hours to correct hy- 
povolemia, an operation should promptly be per- 
formed. The danger of irreversible shock in persons 
over 50 years of age is great because of 3 factors: 
(1) deficient contractibility of the arterial walls, which 
interferes with collapse of the bleeding vessel and 
thrombus formation, (2) hepatic failure caused by 
anoxemia, or renal failure attributable to hypotension, 
and (3) aspiration of vomited blood facilitated by 
reduced activity of the reflexes in aged individuals. 
It follows that a decision to operate on patients in 
the fifth or sixth decade of life should be made 
promptly. 

Gastrotomy may be required to locate the site of 
bleeding. 

The authors treat dangerous bleeding after a 
stomach operation in the following manner: gastrot- 
omy is performed parallel to the anastomosis, the 
left hand pushes the anastomotic site into the new 
incision, and hemostasis is accomplished with con- 
tinuous or interrupted catgut sutures and subsequent 
closure of the gastrotomy. — Joseph K. Narat. M.D. 


Hemorrhage from Gastroduodenal Ulcer; a Study of 
254 Cases; Absolute and Relative Frequency, and 
Etiologic Factors; Clinical and Prognostic Consid- 
erations (Les hémorragies des ulcéres gastro-duodé- 
naux; étude de 254 observations; frequence absolue, 
risque hémorragique et circonstances etiologiques; 
caractéres cliniques et évolutifs). A. Lamsuine, S. 
Bonrits, and B. BarataIn. Arch. mal. app. digest., Par., 
1957, 46: 113, 128. 


Tue AutHors (from Paris) analyzed their 1,624 cases 
of peptic ulcer admitted for treatment over a 10 year 
period. Two hundred and fifty-four, or 15.6 per cent, 
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of the patients had one or more episodes of hemor- 
rhage, 120 from gastric ulcer, 119 from duodenal ulcer, 
5 from both gastric and duodenal ulcer, and 10 from 
undetermined sites following gastrectomy. The au- 
thors noted that, although the numerical incidence of 
hemorrhage from duodenal and gastric ulcer was the 
same, the lesser frequency of gastric ulcer made the 
risk of hemorrhage from this lesion greater. Although 
peptic ulcer was more common in the men (70 per 
100) than in the women (30 per 100), the incidence of 
hemorrhagic complications was higher in the latter. 
On the basis of age, nearly two-thirds of the cases of 
bleeding ulcer occurred in the 30 to 50 year group; 
however, the incidence of peptic ulcer agrees with this, 
and therefore age per se is not a predisposing factor in 
hemorrhagic complications. Nevertheless, the risk of 
hemorrhage is above average before the age of 50, and 
below average after 50. Thus, three factors are inter- 
related to gastroduodenal hemorrhage: age, sex, and 
location of the ulcer. Women develop this complica- 
tion at a more advanced age than men. Duodenal 
ulcer is more common in men than in women, and 
gastric ulcer is the reverse. The risk of hemorrhage is 
especially great (a) in duodenal ulcer in men between 
the ages of 15 and 30, (b)_ in gastric ulcer in men from 
30 to 50 years old, and (c) in duodenal ulcer in either 
sex from the age of 50 on, especially in women. 

The authors then analyzed their data from the 
points of view of the relative frequency of hematemesis 
and melena, and of the influence of hemorrhage on 
prognosis. Of their 254 patients with bleeding peptic 
ulcer, 172 (68 per cent) had hematemesis and 82 (32 
per cent) had melena. Hematemesis occurred more 
frequently (in 74 per cent) in conjunction with gastric 
ulcer than with duodenal ulcer (in 61 per cent); it is, 
therefore, the most usual sign of digestive tract hemor- 
rhage irrespective of the site of the ulcer. The risk of 
hemorrhage is highest in the first year of symptoms of 
peptic ulcer, and not infrequently is the first manifes- 
tation of this disease. Fifty-four per cent of the authors’ 
patients gave a history of duodenal ulcer of one year or 
less, 20 per cent had ulcer for 1 to 5 years, 11 per cent 
for 5 to 10 years, and 14.6 per cent for 10 years or 
longer. In the gastric ulcer series, 51 per cent of the 
patients bled during the first year of illness; however, 
the incidence of hemorrhage was twice as high in 
those with a 10 year history of gastric ulcer as in those 
with a 10 year history of duodenal ulcer. In general, 
however, the risk of bleeding from ulcer diminishes 
with time. Age, sex, and location of the ulcer do not 
appear to be influential in hemorrhage as the first 
presenting indication of peptic ulcer, which suggests 
that its pathogenesis is, for all practical purposes, the 
same. However, the early bleeding ulcer is often atyp- 
ical in its evolution. 

Using the need of blood transfusion for treatment of 
the patient as an index, the authors reclassified their 
254 cases according to immediate gravity and re- 
peated hemorrhages. 

Immediate gravity. 1. Fifty-three patients (20.8 per 
cent) required one or more units of blood; 46 recov- 
ered, and 7 died (5 of the latter were over the age 
of 50). The authors also remind us that many patients 
die before they are brought into the hospital. Serious 
bleeding was more frequent in gastric than in duo- 


denal ulcer, in women than in men, and in those 
over 50 years of age as contrasted to those below 
that age. 2. Thirty-three patients (12.9 per cent) had 
evidence of bleeding but it was not of sufficient gray- 
ity to warrant transfusion, whereas the remaining 
168 (66.1 per cent) had “minor” blood losses. 

Repeated hemorrhages. Sixty (23.6 per cent) of the 254 
patients had 2 or more episodes of bleeding: 14 bled 4 
or more times, 3 of these having had gastrectomy; 11 
bled 3 times, following gastrectomy in 4; and 35 bled 
twice, following gastrectomy in 11. Thirty-four of the 
60 with repeated hemorrhages had duodenal ulcer 
and 26 had gastric ulcer. Repeated hemorrhage was 
more frequent in females than in males and when 
the ulcer was duodenal. Of the 60 patients with re- 
peated hemorrhages, 25 had typical symptoms, 12 
were asymptomatic except for the episodes of bleed- 
ing, and the remainder had bouts of varied ulcer 
symptoms between episodes of bleeding, especially 
those with duodenal ulcer. 

The authors emphasize: (1) the predominance of 
hemorrhage over hematemesis as a sign of bleeding 
peptic ulcer, (2) the frequency of hemorrhage as the 
first sign of ulcer, and the reduced incidence of bleed- 
ing with the duration of the diseasc, (3) the difficulty 
of exact and differential diagnosis during the first bout 
of hemorrhage, (4) the atypical course in patients 
with bleeding peptic ulcer, (5) the relationship of 
severe hemorrhage to age and (female) sex, and (6) 
the major role of concomitant disease (cirrhosis, 
lithiasis, diabetes) to fatal hemorrhage. 

—Edwin F. Pulaski, M.D. 


Carcinoma of the Stomach (Ueber das Magen-Carci- 
nom). Kraus-Joacuim Strauss. Langenbecks Arch. u. 
Deut. Kschr. Chir., 1957, 285: 54. 


THE AUTHOR discusses various problems concerning 
the incidence, localization, symptomatology, therapy, 
and prognosis of carcinoma of the stomach. The 
article is based on a compilation of a large amount of 
statistical data collected from the world literature and 
covering 33,000 cases of gastric carcinoma. The find- 
ings are tabulated according to incidence, age, sex, 
site, histologic types, survival rates, and other points 
of view. 

The etiology is unknown. However, there is no 
doubt that a definite connection exists between hy- 
pertrophic gastritis, peptic ulcer, polyposis, and carci- 
noma, although other carcinogenic factors may also 
play a role in the pathogenesis. 

Carcinoma of the stomach is one of the most fre- 
quent forms of all malignant growths in man. Al- 
though the statistics and estimates of the writers differ 
considerably, it seems that between 30 and 50 per 
cent of all carcinomas are gastric cancers. The in- 
cidence is about twice as high in men as in women. 
As to the site, 40.2 per cent affect the corpus, 36.7 
the antrum, 13.3 the pylorus, and 9.3 per cent the 
cardia. Histologically, more than half are adenocar- 
cinomas, about 20 per cent scirrhous, 6 per cent car- 
cinomas on the basis of an ulcer, and 14 per cent 
other forms. Among a series of 5,636 cases in the 
literature 62.2 per cent showed metastases in the 
regional lymph nodes or other organs at the time of 
surgery. 
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The symptomatology and diagnostic procedures are 
discussed briefly. The scarcity of early symptoms is the 
main cause of the very poor prognosis of gastric 
cancer, and every effort should be directed toward 
improvement in making an early diagnosis. The 
routine methods, including examination of the stom- 
ach juice, and radiodiagnosis are not too satisfactory 
in the early stages. Cytologic diagnosis is helpful only 
when it is positive, since negative results do not rule 
out carcinoma. Gastroscopy is one of the most valu- 
able procedures for early diagnosis in suspicious cases. 

Radical operations include: (1) resection of two- 
thirds of the stomach, (2) subtotal resection, (3) re- 
section of the cardia, and (4) total gastrectomy. 

Anappallingly high proportion of carcinomas of the 
stomach are inoperable at the time of diagnosis. The 
figures quoted by different authors vary between 42 
and 90 per cent. The author found that in a series of 
5,636 cases 60.7 per cent were inoperable. But even 
those patients who were considered operable have a 
high early postoperative mortality. The over-all early 
mortality rate in all the cases of resection was 28.8 
per cent. The late mortality rate presents an even 
gloomier picture. The 5 year survival rate varies be- 
tween 6 and 19 per cent in those who survived th 
operation. Although resection of two-thirds of the 
stomach with the Billroth II operation is the method 
used in the the majority of cases, there is no significant 
difference between the various radical methods as to 
early and late survival rates. 

Palliative operations include exploratory lapar- 
otomy, gastroenterostomy, and gastrostomy by Wit- 
zel’s operation. None of them are able to prolong life 
but they are indicated in certain cases to alleviate 
the suffering of the patient. 

In summary, it can be stated that the prognosis of 
gastric carcinoma is very poor, and that the main 
task is to devise better methods for obtaining an 
earlier diagnosis. — Werner M. Solmitz, M.D. 


eriences with the Billroth I Operation; 137 Cases 

rfahrungen mit der Billroth I Operation; 137 
Faelle), E. AtteNpoHL and M. Aticéwer. Helvet 
chir, acta, 1957, 24: 1. 


THe auTHoR, of the Surgical Department of the 
University of Basel, Switzerland, reports on a series 
of 137 patients operated on by the Billroth I method. 
One hundred of these patients could be followed up 
for more than a year. The writer discusses the advan- 
tages of this method over the Billroth II method. 
The main advantage is that the Billroth I method 
permits the maintenance of more physiologic condi- 
tions, especially the normal passage of the ingesta 
into the duodenum. Furthermore, the dumping syn- 
drome occurs much more rarely than after the Bill- 
roth II method; it was observed in only 7 per cent of 
all the cases and was mostly of a transitory nature. 
An ulcer at the site of the anastomosis occurred only 
once among the 137 cases, and this was the result of 
an error in the technique of the operation. Another 
advantage of the method is that it is a technically 
simpler and more time-saving intervention. 
_Contraindications to the Billroth I method are 
discussed. Some workers object to the operation be- 
Cause they observed recurrences of the stomach ulcer 
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Fic. 1 (Corriero, Bayer). A diagrammatic representa- 
tion of the pattern of resection. Curved line A B continu- 
ing as a light outline shows the fundus and stomach in 
situ, straight line A B, the mobilized and extended fundus 
bounding the stomach remnant. The shaded area is the 
area of resection. A Bz shows the transported position of 
the stomach remnant from position A B;. This is shown 
in heavy outline, the short hatch marks indicating the 
suture lines. 


one or two years after the intervention and others be- 
cause of the danger of duodenal stenosis. However, the 
author states that if between two-thirds and three- 
fourths of the stomach are resected, the anastomosis 
can be performed without any tension, and if the 
anastomosis is made sufficiently wide, there is no dan- 
ger of recurrence. Stenosis of the duodenum will de- 
velop only if the duodenal portion used for the anasto- 
mosis contains scars. It is essential to mobilize the duo- 
denum far enough so that scar-free intestine is avail- 
able for the anastomosis. If this is not possible the 
Billroth I method is contraindicated, and another 
method must be used. — Werner M. Solmitz, M.D. 


A Method of Cardiofundal Duodenostomy to Over- 
‘come Objections to the Billroth I Operation. 
Wituram P. Corriero and Irvinc Bayer. Am. 7. 
Surg., 1957, 93: 880. 


THE DEVELOPMENT of gastric surgery is described 
from the Billroth I procedure with the Shoemaker 
and Kocher improvements through the Billroth II 
procedure. The Billroth I operation is said to be more 
physiologic, requires less time than Billroth II, and 
shorter suture lines, and is less apt to present compli- 
cations during surgery and postoperatively. 

The authors describe a resection of the first portion 
of the duodenum and 85 to 90 per cent of the stomach, 
with mobilization of the fundal stump by section of 
the short gastric arteries and mobilization of the duo- 
denum after the method of Kocher. 

The gastroduodenostomy, shown in Figure 4 is 
accomplished by anastomosing the end of the fundal 
stump to the side of the second portion of the duo- 
denum. This is said to afford greater security to the 
suture line by providing a serososerosal apposition. 

The authors present 7 cases and describe the evolu- 
tion of this technique.—Ernest D. Bloomenthal, M.D. 
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Partial Gastrectomy Versus Vagotomy with Gastro- 
enterostomy in Treatment of Duodenal Ulcer. 
Titpen C. Everson, VERNON Z. HutTcHINGs, JESSE 
Ersen, and Micuaet F. Wrranowski. Arch. Surg., 
1957, 74: 547. 


IN AVETERAN’S ADMINISTRATION HospITAt 348 patients 
with duodenal ulcers were subjected to a Billroth II 
type of partial gastrectomy, and 178 patients with 
duodenal ulcer were subjected to vagotomy with gas- 
troenterostomy. The operations were performed by a 
large number of different surgeons and the amount of 
stomach removed varied considerably in the partial 
gastrectomy series, a fact which should certainly be 
taken into account in making a comparison between 
these two series. 

Presumably these were all male patients. The age 
distribution was approximately the same in both 
series, from 20 to over 70 years. Pain and obstruction 
were the principal indications for surgery in the vagot- 
omy with gastroenterostomy group, hemorrhage being 
the principal indication in only 2.3 per cent. On the 
other hand, hemorrhage was the principal indication 
for surgery in 30.7 per cent of those having partial 
gastrectomy, with obstruction and pain being the 
principal indication in about equal percentages. 

Postoperative complications occurred in 37.7 per 
cent of the patients after partial gastrectomy. The 
most serious complication was duodenal stump leakage 
which occurred 12 times and resulted in death in 7 
cases. There were somewhat fewer complications 
(25.8 per cent) after vagotomy with gastroenteros- 
tomy. Here diarrhea, stomal obstruction, and gastric 
atony were the commonest gastrointestinal complica- 
tions. 

The postoperative mortality rate was appreciably 
higher (4.9 per cent) after partial gastrectomy than 
after vagotomy with gastroenterostomy (1.i per cent). 

Follow-up studies were obtained in approximately 
70 per cent of the patients in each series. Proved re- 
current ulceration was present in 2.2 per cent of the 
patients with partial gastrectomy and in 7.6 per cent 
of the patients with vagotomy and gastroenterostomy. 

There was no significant difference noted in the 
two series in the number of patients remaining below 
average weight following the operation. Approxi- 
mately one-half of the patients in each series com- 
plained of some symptoms of the dumping syndrome. 
Nevertheless, 92.6 per cent of the patients who sur- 
vived partial gastrectomy, and 86.3 per cent of those 
who survived vagotomy and gastroenterostomy were 
said to be satisfied with the operative result. 

—George R. Holswade, M.D. 


The Physiologic Effects of Various Types of Gastrec- 
tomy on Gastric Acid Production with Special Ref- 
erence to the Function of the Denervated Gastric 
Antrum. ALAN P. THAL, JoHN F. Perry, Jr., and 
Owen H. WANGENSTEEN. Surgery, 1957, 41: 576. 


THE AUTHORS present physiologic evidence of the effect 
of several new surgical techniques on parietal cell 
activity. These techniques included tubular resection, 
segmental resection, excision of the lesser curvature, 
segmental resection with preservation of antral in- 
nervation, and small segmental resection of the body 
of the stomach combined with a Heineke-Mikulicz 


pyloroplasty. All procedures were done in healthy 
mongrel dogs in whom small Heidenhain pouches had 
been made from the greater curvature of the stomach. 
It was found that antral hyperfunction routinely fol- 
lowed the tubular type of gastric resection. The seg- 
mental type of gastric resection showed a lessened 
antral secretion. Both of these results were borne out 
clinically. 

These experiments demonstrate that the completely 
denervated, unobstructed antrum as seen in segmental 
resection with pyloroplasty fails to show an increased 
production of gastrin and usually shows a distinct de- 
pression of the gastric secretion. Even partial denerva- 
tion of the antrum of the tubular preparation resulted 
in a temporary lessening of antral hyperactivity. These 
findings indicated clearly that the abolition of para- 
sympathetic innervation to the gastric antrum results 
in a depression of the activity of this structure. How- 
ever, Dragstedt has shown that even the denervated 
antrum, when completely or partially obstructed and 
transplanted, may cause hyperfunction. 

These experiments also show that supradiaphrag- 
matic vagotomy results in extreme antral hyperactiv- 
ity. Two explanations have been offered: (1) that 
vagotomy induces an atonic state of the stomach and 
(2) that vagotomy abolishes the cephalic secretion of 
acid from the parietal cells bringing about the loss of 
the normal inhibitory effect of acid on the antrum. 
The latter explanation is generally accepted. The pos- 
sibility exists, however, that the juice secreted by the 
gastric mucosa in response to vagal stimulation con- 
tains not only acid and pepsin but also a specific 
antral inhibitory substance. 

The effect on Heidenhain pouch secretion was 
studied after tubular and segmental gastrectomy. 
Tubular gastrectomy uniformly resulted in the marked 
hypersecretion of acid gastric juice. This effect was 
conspicuously absent following the segmental opera- 
tion. It was found that if the vagus innervation of the 
antrum was preserved during segmental resection, a 
hypersecretory pattern resulted and, conversely, divi- 
sion of the vagus fibers to the antrum after tubular 
gastrectomy brought about temporary diminution of 
the gastric secretion. These findings suggest that vagal 
denervation of the gastric antrum brings about a state 
of lessened responsiveness to chemical and mechanical 
stimuli. —David E. Hallstrand, M.D. 


Orthostatic H ension in Patients Following Gas 
trectomy (L’hypotension orthostatique des owe 
tomisés), EMANUEL I. Cowen. Presse méd., 1957, 65: 688. 


WHEN THE NORMAL INDIVIDUAL assumes the erect 
posture, pooling of blood in the dependent portions 
of the body causes a drop in the blood pressure, all 
of which is compensated for by activation of vaso- 
constrictive mechanisms by the baroreceptors in the 
aorta and carotid sinus. When this fall in arterial 
pressure is not adequately compensated and exceeds 
50 to 70 mm. of mercury, it can be considered a 
physiological abnormality. This pooling of blood 
occurs in veins and capillaries rather than in the ar- 
terial tree and appears to be most important in the 
lower extremities, with splanchnic pooling of lesser 
importance. Thus, the disorder can be said to result 
from a lack of tone in the veins. 
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With the failure of return of blood to the heart, there 
isa failure of cardiac output and a fall in the blood 
pressure, which explains the clinical syndrome known 
as orthostatic hypotension. Thcse symptoms are pri- 
marily related to deficiency in the cerebral circulation 
and range from decreased intellectual performance, 
through visual and auditory incapacity, to syncope. 

The orthostatic syndrome may be encountered in 
states associated with a great decrease in sympathetic 
activity, as in patients subjected to lumbodorsal sym- 
pathectomy for hypertension, in patients with Ad- 
dison’s disease, and also those with diseases associated 
with lesions in the sympathetic centers of the medulla, 
such as tabes, syringomyelia, multiple sclerosis. The 
author has observed 6 patients in whom orthostatic 
hypotension occurred after a gastrectomy and suggests 
that this operation may in some way interfere with 
the sympathetic nervous reflexes and thus predispose 
the patient to orthostatic hypotension. 

The first case was that of a 67 year old woman 
treated for luetic aortitis with aortic regurgitation 
one year before operation, who developed orthostatic 
hypotension following gastric surgery. In the second 
case, that of a 51 year old man who had had a gas- 
trectomy 11 months before admission, orthostatic hy- 
potension occurred coincidentally with lobar pneu- 
monia and disappeared about one week after cure of 
the pneumonia. In the third case, orthostatic hypo- 
tension made its appearance in a 60 year old patient, 
coincident with the appearance of hepatitis 6 months 
following gastrectomy, and disappeared with clearing 
of the jaundice. In the fourth case, the orthostatic 
hypotension appeared 14 months after gastrectomy, 
this time associated with mechanical obstruction of 
the biliary tract. In the fifth case, postprandial 
epigastric pain, vomiting, and diarrhea with weight 
loss made their appearance 5 years after gastrectomy, 
and a few months after this were associated with the 
symptoms of orthostatic hypotension. In this case, 
in addition to a fall in the blood pressure, the standing 
position occasioned albuminuria, an increase in po- 
tassium, cyanosis of the feet, and disappearance of 
the pulses in the feet. Shortly after discharge from 
this study, this patient was admitted to a surgical 
clinic where he was operated upon for an abdominal 
neoplasm. The sixth case occurred 5 years after a 
esr in a patient who was found to have tabes 

is. 


The author concludes that gastric resection is an 
ttiological factor predisposing to orthostatic hypo- 
tension. The condition may not become manifest until 
an additional hypotensive disease makes its ap- 
pearance. The symptoms can be satisfactorily man- 
aged by compression bandages on the lower ex- 
tremities. —Robert S. Shaw, M.D. 


Peripheral Blood Flow and Blood Volume Studies in 
the Dumping Syndrome. Davm B. Hinsuaw, 
Evcene J. JOERGENSON, Harry A. Davis, and 
Ciarence Srarrorp. Arch. Surg., 1957, 74: 686. 


A New concePT of the postgastrectomy dumping 
syndrome is presented. Experiments were performed 
on 15 patients who had previously undergone subtotal 
gastric resection, most of whom had clinical manifes- 
tations of the dumping syndrome, and on 5 persons 


SURGERY OF THE ABDOMEN 455 


with normal intact stomachs after placing an intra- 
jejunal tube. Dextrose, 150 ml. of a 50 per cent solu- 
tion, was given by mouth to the gastrectomy patients 
and via the intestinal tube to the persons with an intact 
stomach. An additional group of 6 normal persons 
was given the same dose by mouth for control pur- 
poses. The studies included serial plasma volume 
determinations, records of blood pressure, pulse hem- 
atocrit, and electrocardiogram, and of an electro- 
encephalogram on some patients. A measurement of 
the peripheral blood flow in cubic millimeters per 
second was made on the finger, utilizing a direct 
writing plethysmograph. 

The results showed a decrease in the plasma volume 
of from 300 to 750 ml. in the test patients as has been 
previously reported. The plasma volume changes were 
greatest at the peak of the dumping symptoms. Defi- 
nite increases in the peripheral blood flow were found 
in those patients who had moderate to severe clinical 
symptoms of dumping. Those patients who developed 
systemic symptoms such as dizziness, weakness, sweat- 
ing, and tachycardia were particularly noted to have 
this increased peripheral blood flow. These patients 
also exhibited a definite increase in peripheral skin 
temperature and in amplitude of pulse volume. 

There were some patients with definite plasma 
volume reductions who did not have evidence of in- 
creased peripheral blood flow or increased skin 
temperature. This group of patients did not complain 
of the symptoms of weakness, dizziness, sweating, 
tachycardia, and the typical sensations of warmth 
during the induced dumping attacks. 

In the patients with systemic-type symptoms the 
increases in the peripheral blood flow ranged from 1.5 
to 12 times the control values. 

The electroencephalographic tracings suggested 
cerebral cortical anoxia in those patients with symp- 
toms of the peripheral type. Serum potassium deter- 
minations showed no correlation with the severe phase 
of the dumping attack. 

The authors interpret these findings and believe 
the mechanism of the dumping syndrome is as fol- 
lows: rapid gastric emptying, in jejunal os- 
molarity, fluid shift into the jejunum, and decreased 
plasma volume. If, as would be expected, a peripheral 
vasoconstriction occurs few if any symptoms will fol- 
low. If, on the other hand, peripheral vasodilatation 
occurs an intravascular shift of blood will occur and 
severe symptoms will follow. This may be looked upon 
as an abnormal homeostatic vascular response to the 
sudden reductions in the blood volume. 

—Lloyd D. MacLean, M.D. 


Variations in the Plasma Volume Occurring During 
“Dumping” Attacks, E. Amprup and J. BALsLev 
JORGENSEN, Acta chir. scand., 1957, 112: 294. 


THE AUTHORS conducted a clinicochemical study of 12 
patients who have had a subtotal gastric resection. 
Some had no complaints while others had severe com- 
plaints and symptoms following the operation. Brief 
case histories are presented, and graphic representa- 
tion of volume studies are incorporated into the 
article. 

The purpose of the article is to find a correlation 
between the blood volume changes (deficits) and the 
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severity and type of symptoms. A variety of com- 
plaints may be elicited after gastrectomy, but the 
dumping syndrome is invariably associated with 
transient hypovolemia. Glucose tolerance curves, as 
well as explosive emptying of the gastric remnant, are 
not diagnostic. The dumping syndrome is character- 
ized by fatigue, psychic and somatic, and by vaso- 
motor and abdominal symptoms. 

This group of patients was given hypertonic glucose 
orally. At various intervals following this, blood 
volume determinations were done using Evans Blue 
as the indicator. In those patients experiencing symp- 
toms during the test, the blood volume diminished 
by as much as one liter. In one patient a shocklike 
state was noted. Those without symptoms during the 
test, surprisingly had an increase in the blood volume. 
Some patients in this latter group had a delay in the 
return to a normovolemic state. The severity of the 
dumping syndrome correlates well with a deficit in 
the blood volume. This test gives an opportunity to 
study the associated symptoms and helps to delineate 
this state as a specific postgastrectomy problem. 

—Richard L. Lawton, M.D. 


Duodenal and Jejunal Diverticula. Howarp L. Etst- 
NER and Joun M. Waucu. Surgery, 1957, 41: 674. 


DUoDENAL AND JEJUNAL diverticula have received in- 
creasing attention in recent years mainly because im- 
proved methods of roentgenology have led to the 
discovery of ever-increasing numbers. Controversy 
still exists, however, concerning the surgical signifi- 
cance and management of these conditions. Many 
classifications of diverticula appear in the older litera- 
ture, but because of the confusion of conflicting terms 
these older classifications have been abandoned in 
favor of the division into primary and secondary types. 
Primary non-meckelian diverticula typically are lo- 
cated along the concave or mesenteric border of the 
bowel, are thin-walled, and contain no muscle tissue 
within their walls. The etiology is obscure. Secondary 
diverticula contain all the layers of intestine and re- 
sult from traction and scarring of adjacent inflam- 
matory processes. 

The majority of diverticula are asymptomatic, but 
even with the existence of symptoms, a thorough 
search must be made for associated pathologic states. 
Symptoms may be varied and complex. This is 
pointed out with the presentation of a case in which 
nyctalopia, in addition to loss of weight, dyspepsia, 
and loose stools, was a presenting symptom. 

Surgical procedures are best reserved for complica- 
tions and incapacitating symptoms. Resection with an 
end-to-end anastomosis is the procedure of choice in 
the surgical treatment of jejunal diverticula, and total 
removal is preferred to inversion or side-tracking pro- 
cedures in the treatment of duodenal diverticula. 

Removal of a duodenal diverticulum may be a 
hazardous operation, especially when the diverticulum 
is adjacent to the ampulla of Vater. Injury to the am- 
pulla with interference with drainage of bile or pan- 
creatic secretions may lead to pancreatitis. The devel- 
opment of duodenal fistula is another factor which is 
responsible for high mortality and morbidity. 

Benefit is gained by surgical treatment of duodenal 
diverticula in little more than half of the cases. 


Clinical Experiences and Studies in Curling’s Ulcer, 
RosBeRT Hummet, Gerarp F. LANCHANTIN, and 
Curtis P. Artz. 7. Am. M. Ass., 1957, 164: 141. 

THE DEVELOPMENT of gastrointestinal ulceration after 
thermal injury is a serious complication. During the 
period of 6.5 years from December, 1949 through 
May, 1956, 1,000 burned patients have been hospi- 
talized at the Brooke Army Hospital, and the total 
number of deaths among these patients was 80 dur- 
ing the same period. Gastrointestinal ulceration was 
found in 17 of the 80 patients who died. Three pa- 
tients survived who were thought to have had Cur. 
ling’s ulcer. This over-all incidence of 2 per cent is 
probably lower than the actual occurrence. 

Although the over-all incidence of Curling’s ulcer 
among 1,000 burned patients was only 2 per cent, it 
was a frequent complication among the more severely 
burned patients. From the studies performed it ap- 
peared that the more severely burned patients, that is 
those with more than 35 per cent of the body surface 
burned, and those having smaller burns with added 
injury or complications had elevated uropepsin ex- 
cretion and a trend toward higher gastric acidity. The 
levels of uropepsin in these patients seem to be related 
in some way to the renal volume. Extensively burned 
patients with large urine volumes excreted high levels 
of uropepsin. Generally, the more severely burned pa- 
tients received more fluid therapy and had higher 
urinary volumes. It must be noted, however, that the 
concentration of uropepsin per milliliter was higher in 
the more extensively burned patients. 

Although the levels of uropepsin and the gastric 
acidity were elevated in severely burned patients, the 
levels were of no diagnostic value in determining 
which patients would have Curling’s ulcer. 

The diagnosis of gastrointestinal ulceration after 
burns was not made before the patients had an acute 
gastrointestinal hemorrhage or marked epigastic pain. 
Prophylactic treatment of all severely burned patients 
with aluminum hydroxide or a similar drug is recom- 
mended. The use of methantheline bromide should be 
reserved for the onset of symptoms suggestive of gas- 
trointestinal ulceration. If hemorrhage occurs, the pa- 
tient should be treated judiciously with the adminis- 
tration of blood, methantheline bromide, and ant- 
acids. Gastrectomy should not be considered unless 
the magnitude of the hemorrhage is so great that the 
operation is mandatory as a lifesaving procedure. 

Should operation be necessary because of the occur- 
rence of uncontrollable hemorrhage, it appears that 
the procedure of choice would be exteriorization of 
the stomach, with duodenostomy and a jejunostomy 
and insertion of a catheter for feeding purposes. 
type of operation might eliminate the complications 
that follow leakage from the sites of anastomoses. 

—Stephen A. Zieman, M.D. 


Anomaly of Position and Fixation of the Ieocolic — 
(Anomalia de posigao e fixagdo da ansa fleo-célica). 
Joagum Bastos. Gaz. méd. port., 1956, 9: 199. 


Tue AUTHOR reports his study of 17 cases of inverted 
cecum and anomalies of the terminal ileal loop. In 
this series were 12 females and 5 males. Their ages 
ranged from 10 to 45 years, but most of them were 10 
the third decade of life. 
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There was usually a misplaced appendix and an ab- 
normality of location and fixation of the terminal ileal 
loop. It was usually posterolateral to the cecum and 
fixed subperitoneally; however, it never crossed the 
posterior parietal peritoneum, as other workers have 
reported. The mode of termination of the ileum was 
variable; in certain cases the loop twisted the fundus 
of the cecum so that it occupied a medial position. 
Sometimes it crossed the lateral border of the cecum 
before joining with the cecum. When medially lo- 
cated, it did not cross. 

The cecoappendical dislocations were also interest- 
ing. When the cecum was infrahepatic, the cecum 
was inverted. Both large and small inversions were 
seen, whether the cecum was in the right iliac fossa, in 
the lumbar region, or in the right hypochondrium; 
but it was always in front of, or across, the ascending 
colon, as in congenital ectopy, and not curved in, or 
posteriorly, as with inflammation. 

The appendix was very variable in position. Some- 
times it was completely mobile, and sometimes 
partially fixed by peritoneal layers, ascending or de- 
scending, between the cecum and the rest of the right 
colon. 

The author discounts the theories of inflammatory 
origin in favor of one of congenital origin. Twenty 
roentgenograms of the region illustrate the article. 

—W. Newlon Tauxe, M.D. 


Acute Enterocolitis. D. R. Cooper, L. K. Fercuson, 
and J. F. Pesser. Am. Surgeon, 1957, 23: 165. 


THE AUTHORS report 7 cases of acute enterocolitis 
ranging in severity from a mild disease to a fulminat- 
ing fatal catastrophe. The term acute enterocolitis 
is wisely chosen in preference to pseudomembranous 
or staphylococcal enterocolitis because neither the 
pseudomembrane nor the staphyloceccus invariably 
is present. 

The disease has been known for over 50 years but 
has apparently increased since the introduction of 
antibiotics, particularly those of the broad spectrum 
variety. The disease has occurred following the use of 
penicillin and dihydrostreptomycin but more com- 
monly after aureomycin or terramycin. The usual 
concept is that enterocolitis arises from a suppression 
or alteration of the normal intestinal flora by the 
antibiotics, thus permitting staphylococci to achieve 
pathologic proportions. The authors believe this to 
be an oversimplification of the problem since the 
disease occurred prior to the advent of antibiotics. 
Many cases have been reported recently without 
history of antibiotic administration. 

The exact role of the Staphylococcus aureus (Mi- 
crococcus pyogenes) remains controversial. Many 
have reported pure stool cultures of this organism 
and often it has proved insensitive to all antibiotics 
except erythromycin. Patients given terramycin 
preoperatively sometimes have pure cultures of Mi- 
crococcus pyogenes by the time of surgery. If the 
condition was not treated, gastrointestinal reactions 
ensued which could be readily controlled with eryth- 
Tomycin. Experimental work also supports the thesis 
that the staphylococcus is responsible in that tetra- 
cycline is capable of potentiating experimental in- 
fections caused by the staphylococcus in white mice. 
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In contrast, some patients have been treated suc- 
cessfully using corticotropin (ACTH) without any 
antibiotic whatever. 

The cases presented in summary by the authors 
exhibit a wide range of clinical signs, symptoms, and 
severity. Diarrhea is the most frequent symptom and 
may be mild, moderate, or severe with copious, 
greenish stools containing mucus and floccules of bile- 
stained pus. Excessive fatigue and exhaustion are com- 
mon. Fever is usual, varying from 99.4 to 106 degrees 
F. Anorexia, nausea, vomiting, abdominal distention, 
and tenesmus often are present. The severer forms of 
the disease present great systemic reaction with de- 
hydration, shock, and mental confusion. The severity 
of the disease does not depend entirely upon the 
amountor duration of the administration of antibiotics. 

The authors are impressed with the hormonal 
aspects of acute enterocolitis. Cortisone was beneficial 
in the 2 cases in which this therapy was used. Posterior 
pituitary dysfunction is suggested as an accompany- 
ing feature since 2 other patients continued to excrete 
large volumes of urine in the face of severe dehy- 
dration. 

The treatment in the 7 cases reported leads the 
authors to recommend the following regimen: (1) 
careful fluid and electrolyte replacement—most 
important; (2) discontinuation of antibiotics, stool 
culture, and determination of the sensitivity of the 
predominant organism followed by the administra- 
tion of the appropriate antibiotic; and (3) adminis- 
tration of cortisone if there is adrenal cortical insuf- 
ficiency as detected by eosinophil counts and/or a 
Thorn test. —Lloyd D. MacLean, M.D. 


Appendicitis—A Clinical Study: Study Based on 794 
Patients. J. C. THoRouGHMAN. South. M. j., 1957, 


THis ARTICLE takes up the question of diagnostic error 
in appendicitis. Mauldin’s studies reveal a 34 per cent 
incidence of error, and the figures of Hays, Jaffe, and 
Wells range between 30 to 35 per cent of normal 
appendices removed with a primary diagnosis of acute 
appendicitis. The conclusion of these authors is that 
from 15 to 20 per cent of normal appendices should be 
removed in a good surgical practice. 

The present study included 794 patients in the 
Atlanta Veterans Administration Hospital with an 
admission diagnosis of acute appendicitis. This diag- 
nosis was excluded prior to surgery in 150 of these pa- 
tients. The remaining 644 patients had an exploratory 
operation. In 25.3 per cent the pathologic diagnosis 
was normal appendix. Seventeen of these patients 
having normal appendices had other acute surgical 
conditions. In 23 per cent, however, a normal appen- 
dix was removed and no other condition was corrected. 
To illustrate the point that laparotomy in the absence 
of acute appendicitis is not a benign operation, the 
authors cite complications in 10 per cent of the pa- 
tients who had a normal appendix removed. 

Diagnostic errors included mesenteric lympha- 
denitis, miscellaneous genitourinary conditions, sem- 
inal vesiculitis, and regional ileitis. In only 1.5 per 
cent of the cases did the authors find an absence of an- 
orexia. The author deprecates a “look and see” policy 
and re-emphasizes the importance of increased muscle 
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tone which is found in 80 per cent of the cases and 
nausea, vomiting, or anorexia which are present in 98 
per cent. —Alan Thal, M.D. 


Appendectomy in the Treatment of Chronic Resistant 
intestinal Amebiasis, S. L. Matuotra. Ind. 7. Surg., 
1957,19: 28. 


A SATISFACTORY, immediate cure rate in amebiasis 
can be obtained with various combinations of anti- 
biotics such as aureomycin or neomycin and ameba- 
cides such as emetine or chloroquine phosphate. 
However, the relapse rates are often high, and re- 
peated administrations of the drugs are necessary to 
relieve the recurrent symptoms and free the stool of 
parasites again. Recurrence may be due to reinfection 
from other persons, or from self reinfection following 
defecation. 

The author proposes another source of reinfection 
—amebic ulcers within a fibrosed appendix with a 
small lumen, virtually inaccessible to drugs. To elimi- 
nate this possible source of reinfection, appendectomy 
was performed on 15 selected patients, each of whom 
had had chronic recurrent symptoms of amebiasis 
for 5 to 15 years. Each had had more than 3 recur- 
rences and numerous treatments with antibiotics and 
amebacides. In all 15 patients, the appendix showed 
marked fibrosis and amebic ulceration of the wall. 

The postoperative recovery was smooth in all of 
the cases. Follow-ups of 8 months to 3 years revealed 
marked clinical improvement in all the patients. One 
patient had a recurrence of symptoms and another 
had an asymptomatic recurrence of parasites, but 
these cleared with the administration of drugs. All 
the patients had required almost continuous admin- 
istration of drugs to prevent symptoms before surgery. 

Appendectomy is not indicated in the cases of acute 
or recent amebic infections, since these respond readily 
to the available drugs. Appendectomy appears to be 
useful in the cases of chronic recurring amebiasis by 
removing a source of reinfection inaccessible to drugs. 

—Stanley W. Tuell, M.D. 


Ulcerative Colitis (Considerations sur la colite ulce- 
reuse). J. MoreELLE. Recipe, Louvain, 1957, 16: 7. 


THE AUTHOR presents a summary of the clinical as- 
pects of ulcerative colitis (a term introduced by Wilks 
and Moxon in 1895) and stresses the excellent results 
obtained by surgical therapy. The disease can be 
classified into the following groups: (1) enterocolitis 
or ileocolitis (localized, associated with diarrhea and 
steatorrhea, or with progressive centripetal involve- 
ment of the colon); (2) rectosigmoid colitis (granulo- 
matous changes seen on proctoscopy, bleeding, sec- 
ondary anemia, and diarrhea or cousligunion’: and 
(3) colitis involving the whole colon and ileocecal 
valve (painful, purulent, bloody ciacrhea in cyclic 
crises, progressive dehydration, and cachexia). 

The etiology is undetermined, but the following 
factors are mentioned: infectious, psychological, al- 
lergic, and an increased lysozym activity which de- 
creases after antibiotic therapy. 

The incidence of ulcerative colitis is highest in the 
25 to 35 year age group and rare in children. Jackman 
found 95 of 871 cases in the age group younger than 
15 and 12 in the group under 6 years. 


The diagnosis is established by the three following 
means: proctoscopy, barium enema with fluoroscopy, 
and biopsy. On proctoscopy one may find submucosal 
hemorrhages, easy bleeding of the granulomatous 
mucosa, ulcers of the edematous mucosa, mucopuru- 
lent discharge, and stenosis. A barium enema may re- 
veal a loss of haustrations, a lead pipe appearance, 
and pseudopolyposis. The removal of a specimen for 
biopsy must be carried out with caution as perforation 
can occur. The biopsy findings often reveal congestion 
of the vessels in the corium with glandular hyperse- 
cretion, leucocvtic infiltrations, polyposis, ulcerations, 
and necrosis of the mucosa. 

The development of cancer must be considered in 
ulcerative colitis. While pseudopolyps are not related 
to cancerogenesis, adenomatous polyps, on the other 
hand, are precancerous. In Jackman’s 871 cases, 3.2 
per cent of the patients had carcinoma. When the 
ulcerative processes persist for 12 years or more the 
cancer incidence increases to 36 per cent. 

The prognosis of cancer in ulcerative colitis is poor 
(worse than in cancer of the colon per se) because of 
an atypical histologic structure, early invasion and 
node involvement, and oftentimes an inability to 
diagnose the curable cases macroscopically. 

The following are used in the medical treatment of 
the disease: psychotherapy, dietary treatment, anti- 
biotics, sulfonamides (salazoprine), blood transfusions, 
foreign protein therapy, vitamin A (150 units daily), 
and steroids (50 mgm. of ACTH and 100 mgm. of 
cortisone daily). 

Serious complications of medical hormonal therapy 
were found in 10 per cent of the cases; immediate fav- 
orable results were obtained in three-fourths of the 
cases. Recurrences, especially in the acute cases, were 
common. Immediate recurrences were found in 5 per 
cent of the patients, within 3 months in 10 per cent, 
and after 3 months in 17 per cent. 

The author resorts to surgical therapy in all cases 
of acute complications such as perforation, pericolic 
abscess, obstruction, perirectal suppuration, and fistu- 
lization; and also in chronic complications such as 
arthritis associated with colitis, cutaneous ulcerations, 
hemorrhagic purpura, pyoderma, polyposis, and 
cases in which the symptoms (continuous diarrhea 
and the hemorrhagic forms of diarrhea) are uncon- 
trollable by medical means. The surgical method of 
choice is ileocolectomy (mortality 2.7 per cent); ile- 
ostomy per se has a mortality rate of 16.4 per cent 
(Goligher). —Karel B. Absolon, M.D. 


Total poe Tleorectal Anastomosis in Diffuse 
Ulcerative Colitis. Srantey Brit. M. 
1957, 1: 489. ; 


In view of the increasing incidence of surgery in the 
treatment of ulcerative colitis it seems an appropriate 
time to record the results achieved by total excision 
of the colon and restoration of continuity by ileo 
rectal anastomosis. The results reported in this article 
are those of a consecutive series of 47 patients with 
the diffuse disease involving the colon and the rectum 
treated by this method since 1951. Before operation 
every patient had been under experienced medical 


treatment, and surgery was undertaken only becaus f 


this had failed to arrest the progress of the disease 
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On some desperately ill patients operation was per- 
formed as an emergency life-saving measure. 

The concept of the preservation of the rectum in all 
except the very rare case, so that a normal route of 
evacuation may be established, has been referred to 
previously (Aylett, 1954, 1955). It can only be justi- 
fied if it can be shown that: (1) the procedure can be 
carried out with low mortality and low postoperative 
morbidity; (2) the large majority of the patients re- 
turn to full health and full economic ability and that 
the number of bowel actions, increased as a result of 
the excision of the colon, interferes little if at all with 
their lives; (3) the inflammatory changes in the 
rectum resolve in most cases; and (4) should the dis- 
ease persist or recur in the remaining rectum to an 
extent sufficient to endanger health, an ileostomy can 
be established and the rectum removed without risk. 

On setting out upon this procedure it seemed that a 
direct anastomosis of the ileum to the rectum after 
removal of the colon would be fraught with the 
danger of failure of union or at least of leakage, with 
consequent pelvic cellulitis and fistula formation. 

It was thought that this risk would be eliminated if 
a side-to-side anastomosis of the ileum to the rectum 
was carried out and if, after mobilization of the rec- 
tum by division of the upper thirds of its lateral liga- 
ments and of its posterior attachments, its upper end 
was exteriorized on the anterior abdominal wall, pre- 
ferably through the lower-most part of the paramedian 
incision. A “‘safety-valve” would thus be formed 
through which gaseous and intestinal content would 
discharge if the intraluminal pressure became raised. 
Thereby the anastomotic line would be protected 
from the effects of any distension. 

This method was, therefore, adopted and in no case 
in which it was employed did any leakage occur from 
the line of anastomosis. More recently the author has 
carried out an end-to-end anastomosis of the ileum 
to the rectum decompressing the line of suture by 
means of a temporary ileostomy made in continuity 
and established through a separate stab incision in 
the left iliac fossa. It is, of course, essential in such 
cases to obliterate the gap existing between the 
ileostomy and the lateral abdominal wall to prevent 
the possibility of a postoperative obstruction which 
results from the insinuation of coils of small intestine 
into this hiatus. This method was adopted because 
the closure of the proctostomy had at times proved 
difficult, and in some cases several operations were 
required to effect a final closure. The temporary 
ileostomy, sited as it is some distance away from the 
anastomosis, is readily closed, and it seems that as this 
method protects the anastomotic line equally well it 
will be the operation of choice. 

The second way of achieving operative safety is to 
carry out the procedure in two stages in the severely 
or desperately ill patient. The excision of the colon 
must be undertaken, but owing to the grave condi- 
tion of these patients further operative time must not 
be expended in attempting an immediate restoration 
of the continuity. Thus, as a routine in these patients, 
following the colectomy, the upper end of the rectum 


h 8 exteriorized through the lower end of the para- 


median incision and the terminal ileum through the 
same wound at a slightly higher level. The union of 
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the two exteriorized ends, which does not involve the 
opening of the general peritoneal cavity, is undertaken 
— the patient has recovered from the effects of 
colitis. 

No case has been converted to a permanent ileos- 
tomy, as the indications for this have not arisen in 
the present series. It would seem, however, that the 
conversion would not present any great surgical prob- 
lem. — Benjamin Goldman, M.D. 


Treatment of Hirschsprung’s Disease by Swenson’s 
Operation. G. G. Wyte. Lancet, Lond., 1957, 1: 850. 


ONE HUNDRED and fifty two children were treated by 
the Swenson procedure for Hirschsprung’s disease. 
Single stage operations were performed on 66 children, 
while 86 had preliminary colostomies. The site of 
proximal section was in normally ganglionic bowel, a 
site determined by frozen section if necessary. The 
distal transection was made immediately above the 
anal canal, the anastomosis being carried out 1 to 2 
cm. from the anocutaneous junction. 

Complications, early or late, occurred in 35 cases; 
9 deaths occurred, 6 at or shortly after operation. 

One hundred and two patients, ranging in age from 
3 to 22 years, were assessed for functional results of 
the procedure. Fifty-five are normal in every way. 
The remaining for the most part have but minor de- 
ficiencies. The general health was outstandingly im- 
proved with increase in appetite, vigor, and general 
fitness. 

Constipation is the most common problem in man- 
agement requiring therapy (34 cases). The difficulty 
usually begins within a few months postoperatively. 
Acute episodes with vomiting and distention were 
seen mostly in the group under 2 years of age. These 
children responded dramatically to rectal examina- 
tion or intubation. In others fecal accumulation de- 
veloped slowly. The management of both groups was 
essentially the same, the colon being emptied and kept 
empty until regular defecation occurred. Initiation of 
treatment was better carried out in the hospital and 
then continued at home with regular aperients and 
bowel washouts once or twice a week. The treatment 
was continued until regular bowel evacuations oc- 
curred, a period of more than 2 years in some cases. 
The fact that conservative therapy for many cases 
of postoperative constipation has led to a good func- 
tional result should be considered when further sur- 
gery is contemplated. 

Sixty-one of the 102 children surveyed are com- 
pletely continent. Control is good in two-thirds of the 
remaining cases. Constipation is an important cause 
of incontinence. Bowel training postoperatively is 
another important factor since many children have 
never experienced the normal sensations associated 
with defecation. Children who have had ileoanal 
anastomoses have achieved satisfactory control with 
only slight soiling in most cases. 

— Martin E. Silverstein, M.D. 


Adenomatosis of the Colon and Rectum. Harry E. 
Bacon, G. L. Saver, and JEAN 
CraupE South. M. 7., 1957, 50: 630. 


THE GENETIC ASPECTS of adenomatosis of the colon and 
rectum are discussed. The authors present their ex- 
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perience of 59 patients with disseminated adenoma- 
tosis of the colon and rectum. There were 42 males 
and 17 females. The youngest was 13 months of age 
and the oldest 78 years. The incidence of familial his- 
tory was 45.4 per cent. Ninety-three per cent of the 
patients were symptomatic and complained chiefly of 
bleeding, diarrhea, and episodes of abdominal 
cramps. The most common and extensive site of in- 
volvement was the distal bowel, rectum, and sigmoid 
colon. In not one single instance was this portion of the 
bowel uninvolved. In several of the resected specimens 
the ascending colon was free of the disease but 
isolated polyps were commonly found in the cecum. 
The diagnosis of carcinoma was established in 68.9 
per cent either prior to operation or by examination of 
the surgical specimen. In the 30 patients who were 50 
years of age and over, 82.7 per cent of the lesions 
showed malignant change. When the rectum is re- 
tained and an ileoproctostomy is performed, all pa- 
tients are re-examined every 6 months and residual 
polyps are destroyed by fulguration. In spite of this 
careful follow-up, carcinoma has developed in 3 of 5 
patients in the non-malignant group. It is the opinion 
of the authors that the operation of choice for benign 
heredofamilial adenomatosis is ileostomy and colo- 
proctectomy in one stage. —Alan Thal, M.D. 


Congenital Malformations of the Anus and the 
Rectum (Malformations congénitales de l’anus et du 
rectum). D. PELLERIN. 7. chir., Par., 1957, 73: 268. 


IN THIS ARTICLE the author discusses all the aspects of 
therapy of the imperforate anus and congenital mal- 
formations of the rectum; at the same time he reports 
and tabulates 48 cases of his own observation. 
Twenty-seven of these patients were operated on by 
the abdominoperineal route. Altogether the author 
observed 104 pertinent cases, 56 of which were dis- 
cussed in a previous article. 

Of the 48 cases, 45 were of type III of the generally 
accepted classification of Ladd and Gross—im- 
perforate anus with rectal cul-de-sac at a greater or 
smaller distance of the anal membrane. The rare type 
IV of the classification—normal anus and anal canal 
with isolated atresia of the rectum—was observed 
only twice and immediate operation was performed. 
One of the 2 patients survived, the other died of 
pneumonitis 5 days after the operation. 

In the most frequent forms of imperforate anus the 
management depends on the distance of the rectal 
cul-de-sac from the perineum. If this distance as 
visualized by x-ray examination is less than 2 centi- 
meters, simple perineotomy is done, the perineal 
muscles are separated, and the rectal pouch is dis- 
sected and joined by suture to the perineum. Un- 
fortunately these simple cases are rare. Frequently, 
the cases are complicated by adhesions between the 
rectum and the urethral bulbus or by rectovesical or 
rectourethral fistulas. In these cases the abdomino- 
perineal approach is necessary. The prognosis is al- 
ways guarded even when the early results are satis- 
factory, partly because of the complicating fistulas, 
and partly because a large proportion of these new- 
borns suffer from associated malformations of the 
gastrointestinal or urinary tract. Of 11 patients in 
this group who were operated on by the author 8 


showed severe malformations of other organs. Only 
2 of the 11 were cured permanently by the interven- 
tion. 

While complete imperforation makes immediate 
surgery imperative this is not the case in other forms 
of malformation. “nese malformations include the 
vulvar anus which occurs comparatively often, the 
vaginal anus which is rare, and the perineal anus. In 
these forms early operation is indicated only if the 
orifice is too small to permit complete evacuation. 
These cases show the clinical picture of alternating 
constipation and diarrhea, colic, ribbon stools, and 
may develop to secondary megacolon. In contrast to 
this group, those patients who have satisfactory elimi- 
nation should be operated on at a later date. Although 
there is considerable difference of opinion in the 
literature, many writers suggest the age between 2 
and 5 years as the best time for this type of repair. 
The author operated on 16 patients who were between 
the ages of 15 days and 9 years. 

A rare occurrence is the existence of a partial dia- 
phragm at the rectoanal junction (type I of the classi- 
fication). The author observed only 1 such case ina 
patient who since the age of 2 months presented the 
symptoms of severe colic, ribbon stools, and blood in 
the stools. The diaphragm was excised in two stages 
at the age of 8 and 11 months, respectively. The 
results were excellent. 

The techniques of repair in the different types of 
malformation are described in detail. 

— Werner M. Solmitz, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Liver Blood Flow During Operations on the Upper 
Abdomen. H. Bruce Torrance. 7. R. Coll. Surgeons 
Edinburgh, 1957, 2: 216. 


THE AUTHOR has applied a technique of measuring 
the blood flow in a given circumscribed area of the 
liver by means of a heated thermocouple device. The 
device, which is inserted directly into the liver, can 
determine the rate of blood flow from minute to 
minute. The principle by which it works is stated as, 
“The faster the rate of blood flow in a liver segment 
the greater the rate of heat loss from the recorder and, 
therefore, the greater the current that must be sup- 
plied to the heater filament to maintain the constant 
temperature increment.” A definite linear relation- 
ship is said to exist between blood flow and conduc- 
tivity increment. Insertion of the device apparently 
produces no untoward sequelae. 

Twenty-seven patients undergoing abdominal op- 
eration had been studied by this technique. Numerous 
episodes of reduced blood flow occurred, particularly 
with traction upon or occlusion of certain visceral 
blood vessels in the upper abdomen. However, clamp- 
ing or dividing the viscera themselves or division 
the vagus nerves failed to produce this effect. Phasic 
variability, that is, alterations in resting blood flow, 
do not occur on a segmental scale in the human liver. 
That an intact nerve supply is necessary for the pro- 
duction of these phenomena is shown by the abolition 
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caine. Stimulation of perivascular afferent nerve 
fibers is the stimulus for the production of this reflex. 

Surgical procedures in the upper abdomen probably 
produce a degree of liver damage which, coupled with 
changes produced by general anesthesia and pre- 
existing liver damage from nutritional deficiency, 
biliary tract disease, or neoplastic invasion, can cause 
severe postoperative trouble. Since decreased hepatic 
flow during these procedures can be abolished by 
celiac nerve block, the latter would seem to be a 
valuable adjunct of avoiding anoxic damage to the 
liver. 

In his preliminary experiment in rabbits subjected 
to progressive hemorrhage, the author showed that 
despite a marked drop in the systemic blood pressure, 
the liver blood flow is protectively maintained until 
a severe degree of hypotension exists. 

—Sheldon Oscar Burman, M.D. 


Cancer of the Gallbladder. Eucene Topp, Jr. 7. Ken- 
tucky M. Ass., 1957, 55: 419. 


Carcinomas of the gallbladder are divided roughly 
into two main types, the scirrhous variety and the 
squamous cell carcinoma. The factor or factors which 
bring on malignant lesions of the gallbladder have, in 
common with most other neoplasms, not been proved. 
However, there can be little doubt that there is a 
causal relationship between cholelithiasis and neo- 
plasms of the gallbladder. Cancer of the gallbladder 
ranks sixth in the frequency of occurrence among car- 
cinomas of the digestive tract and accessory organs. 

There were 28 patients seen at the Lexington, Ken- 
tucky Clinic from 1925 through 1955 who had pri- 
mary carcinoma of the gallbladder. Four of these tu- 
mors were histologically of the epidermoid type. 
Twenty-two were adenocarcinomas and in 2 cases no 
tissue was removed at the time of operation. The 
youngest patient was 42 years old and the oldest was 
77, In 19 of the 28, stones were found in the gall blad- 
der; in the remaining cases no attempt was made to 
find stones. From July 1, 1949, until December 31, 
1955, there have been 9 patients found to have car- 
cinoma of the gallbladder in a total series of 666 
operations, giving an incidence of 1.3 per cent car- 
cinoma of the gallbladder. In the 9 cases of cancer 3 
were of epidermoid carcinomas and 6 were of adeno- 
carcinomas. In all, 9 patients were incurable by surgi- 
cal means at the time of operation, and 4 of the pa- 
tients were operated on for obstruction of some por- 
tion of the gastrointestinal tract. 

During this 6.5 year period, 219 other patients were 
found to have gallstones either by cholecystogram or 
at the time of operation for some unrelated disease. 
These patients either refused operation or unrelated 
physical factors were present which would have made 
an elective procedure hazardous and thus operation 
was not advised. However, by referring to the statis- 
tics found, it is expected that in about 13 (6.1 per cent 
oger 70 years) of these patients carcinoma of the gall- 
bladder will develop if they live long enough. It can 
be reasonably expected that about 22 per cent or 58 
of the 219 will have a complicated disease of the gall 
bladder and that as a result of the complication, 2 of 
them will die following operation. Therefore, 15 of 
these patients may be expected to die because their 
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gallstones were not removed before complication oc- 
curred. 

Perhaps it cannot be said that gallstones cause can- 
cer of the gallbladder but the incidence in occurrence 
of the two together is too great to be only a coinci- 
dence. One may not be justified in advising cholecys- 
tectomy when “silent stones” are present just to pre- 
vent the occurrence of cancer of the gallbladder, but 
one certainly is justified in advising cholecystectomy 
when the entire gamut of complications from gall- 
stones is considered. The mortality rate of operation 
for uncomplicated cholecystitis with cholelithiasis has 
been reduced to a level in which removal of the gall- 
bladder is advisable when the life expectancy is good 
and the general condition of the patient is acceptable. 
As has been shown in this series there were no deaths 
following cholecystectomy for chronic benign disease 
of the gallbladder. Stephen A. ieman, M.D. 


The Results of Cholecystectomy. H. J. Gotpsmirn. 
Guy’s Hosp. Rep., Lond., 1957, 106: 80. 


THE AUTHOR has reviewed the cases of 114 patients 
who underwent cholecystectomy in a London hospital 
from 1948 to 1951; of these 97 were women. The 
follow-up period has been from 2.5 to 6.5 years. His 
interest was mainly to determine the effect of chole- 
cystectomy on the dyspepsia which is the complaint 
of so many patients with disease of the biliary tract. 

All patients in this series were operated on for 
definite biliary symptoms except 1 in whom painless 
dyspepsia was the indication. Biliary colic had been 
present preoperatively in 77 per cent of the cases. 
Only 25 per cent blamed fatty foods for initiating 
colic. Less severe pain was often vague and located 
variously across the upper abdomen. Nausea, with or 
without emesis, had been experienced by 74 per cent 
of the patients. Only 3 patients had not complained 
of dyspeptic symptoms such as flatulence, eructation, 
or heartburn before operation. 

A standard operation was performed during each 
cholecystectomy. Choledochostomy was done 24 
times, with stones being found in 15 patients. Ampul- 
lary stenosis and pancreatitis were noted once. In the 
follow-up study 16 patients complained of residual 
pain. Four were eliminated for various reasons, leaving 
6 patients with definite postoperative colic with or 
without obstructive jaundice, 4 patients with pain 
possibly of biliary origin, and 2 patients with pain of 
uncertain etiology. Of the 6 patients with colic, 2 were 
known to have residual stones from postoperative 
T-tube cholangiography. In 1 of these the stones are 
still present. Another patient was reoperated on but 
no stones were found. All 6 of these patients have di- 
lated common ducts as shown by intravenous chol- 
angiography. 

Whereas all but 3 patients had had preoperative 
dyspepsia, only 23 of the 114 patients became com- 
pletely free of dyspepsia postoperatively. The incidence 
of nausea and vomiting was reduced from 74 to 19 
per cent postoperatively. Other symptoms were di- 
minished to a lesser degree. Sixty-five per cent of the 
patients considered themselves cured by the opera- 
tion. The author judged 86 per cent cured, in that the 
cause for operation had been successfully eradicated. 
The men in this series were benefited more than the 
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larger group of women. Only 2 patients were consi- 
dered by the author to have worse complaints postop- 
eratively. 

From this study, the author concludes that those 
patients who have a dilated common bile duct at 
cholecystectomy are more likely to have further 
attacks of colic. There was a positive correlation be- 
tween the severity of postoperative pain and the 
maximum diameter of the common duct as seen on 
intravenous cholangiography. The relief of dyspeptic 
symptoms was often incomplete and unpredictable in 
individual cases after operation. It is suggested that 
cholangiomanometry, performed prior to removal of 
the gallbladder in those patients with a distended 
common duct, may reveal abnormalities which if 
corrected will lessen the incidence of postoperative 
pain and colic. —Enmile L, Meine, 7r., M.D. 


The Intravenous Cholangiographic Diagnosis of Par- 
tial Obstruction of the Common Bile Duct. Rosert 
E. Wise, Davin O. and FERDINAND A. 
Sarzman. Radiology, 1957, 68: 507. 


IN AN ATTEMPT to evaluate the role of intravenous 
cholangiography in the diagnosis of partial obstruc- 
tion of the common bile duct, to determine the rela- 
tionship of the size of the common duct to partial 
obstructions of the duct, and to establish criteria for 
roentgenographic diagnosis, the authors have re- 
viewed their experiences in the past 2.5 years. The 
present study covers a series of 770 injections admin- 
istered to 746 patients. Of 256 patients examined 
before cholecystectomy, visualization was obtained 
in 228, while of the 490 who had previously under- 
gone cholecystectomy, visualization was obtained in 
410. It is with the two groups in which visualization 
was achieved that the authors are concerned in this 
analysis. 

The authors used 20 c.c. of a 52 per cent solution of 
cholografin methylglucamine routinely. In all cases 
in which the gallbladder is visualized, right lateral 
decubitus views were made to exlude or confirm the 
presence of gallstones. For examination of the com- 
mon bile duct the study was usually carried to 2 hours, 
roentgenograms being obtained at 15 to 20 minute 
intervals with adjustments of radiographic technique 
and position as required. Morphine was not employed 
since it produces a pharmacologic obstruction and 
precludes evaluation of possible organ‘c obstruction. 
Frequent use was made of body-section radiography 
in search for calculi of the common duct. 

The reaction rate was approximately 11.3 per cent 
in their first series. An accurate account of side effects 
was not kept in this series, but the authors have no 
reason to believe that it has increased. Skin testing 
has been of no value in predicting reactions. They 
have encountered no fatalities. 

The authors consider that the use of intravenous 
cholangiography was warranted in all cases of non- 
visualization of the gallbladder with the oral method, 
in order to evaluate with greater accuracy both the 
gallbladder and the bile ducts preoperatively. In 
cases of oral visualization and visualized calculi of 
the gallbladder, preoperative intravenous cholangio- 
graphy also yields considerably more information with 
respect to the status of the biliary ducts. 


There is no evidence in their series to support the 
concept of postcholecystectomy compensatory dilata- 
tion of the common bile duct. Size was of considerable 
importance in estimating patency or obstruction of 
the common duct when it was either extremely small 
or extremely large. In 85.5 per cent of the post- 
cholecystectomy patients the time-density-retention 
concept appears to have a valid basis in the diagnosis 
of partial obstruction of the biliary duct produced 
by any of the various causes. This concept, restated, 
shows that in the completely unobstructed duct there 
is a fall off in density or retention of cholografin- 
stained bile in the duct after 60 minutes. The par- 
tially obstructed ducts have been shown to maintain 
at 120 minutes either the same or greater density than 
at 60 minutes. On this basis they have predicted 
partial obstructions of the common duct with a high 
degree of accuracy. This concept is applicable only 
to cases of postcholecystectomy or pathologic cho- 
lecystectomy ducts. If the gallbladder is present and 
the cystic duct is patent, the gallbladder fills with 
cholografin-stained bile and acts as a safety valve to 
reduce the intraductal pressure, and the common 
duct may thus remain visualized for an indefinite 
period of time. The same is true in the presence ofa 
fistulous communication with the common duct. 

Early diagnosis of malignant changes of or in the 
region of the common bile duct may be made in 
some instances before the usual radiographic signs 
become evident. The authors believe that the pre- 
cholecystectomy evaluation of the biliary ducts with 
intravenous cholangiography should materially con- 
tribute to the lowering of the incidence of post- 
cholecystectomy symptomatology, since many of these 
complaints are due to incomplete surgery of the 
biliary duct; and that the more accurate preoperative 
evaluation of the bile duct should lead to more exact 
and definite surgery. | —Harold L. Method, M.D. 


Manometry and _ Cholangiography; 
ractical gee (Die praktische Bedeutung der 
operativen Manometrie und Cholangiographie). A. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1956, 
284: 378. 


OPERATIVE MANOMETRY AND CHOLANGIOGRAPHY re- 
present a significant advance in diagnosis and opera- 
tive procedure in surgery of the biliary tract. Failure 
to use this method exposes the patient to the risk of 
the postcholecystectomy syndrome, which occurs in 
from 24 to 30 per cent of the patients, according to 
statistics. 

The method can be improvised and adapted to the 
smallest hospitals. Caroli’s complicated combination 
of both methods may be reserved for the larger re- 
search centers. Malley-Guy’s method using physiologic 
salt solution and combined with the operative chol- 
angiography of Mirizzi suffices in from 90 to 95 per 
cent of the cases. 

These methods made possible the recognition of 
spastic and hypotonic disease of the cystic duct and of 
the papilla of Vater. Papillitis in its extreme form, 
known as sclerosis of the sphincter, became a clinical 
concept. Dilatation of the sphincter and transpapillary 
drainage, and transducdenal and transcholedochal 
division of the sphincter prevent the postcholecystec- 
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tomy syndrome. A very high increase in the mano- 
metric pressure and a return flow of the injected 
fluid are more dependable guides for the smallest 
papillary stones than roentgenographic changes. 
The latter can be removed via the bile duct or fol- 
lowing transduodenal division of the sphincter. The 
pressure changes following chronic pancreatitis and 
the anatomic changes in the bile duct determine the 
type of therapy. Thus, in spastic disease sphincter- 
otomy is the procedure of choice. 

Cholangiography is particularly valuable in in- 
vestigating icterus since it enables one to determine 
the presence and type of obstruction. The relation of 
pancreatic juice to bile is under investigation. 

Since the introduction of cholangiography and 
manometry, a healthy bile duct need not be opened. 
Frequently, papillary stones may be removed via the 
cystic duct following its instrumental dilatation. If 
this is not possible they are removed transduodenally, 
thus making a primary wound closure possible. The 
patient gets up after 2 days and is often discharged 
after from 8 to 10 days. Choledocotomy and biliary 
drainage become less and less necessary. Thus, stric- 
tures, fistula formations, inflammations of the biliary 
tract, and hepatic involvement are kept to a mini- 
mum. — Sidney Smedresman, M.D. 


Procedure for Repair of the Principal Bile Duct in 
Cases of Destruction or Marked Stenosis (Procédé 
de réparation de la voie biliaire principale en cas de 
destruction ou de sténose importante), ANDRE A. 
ArianorF. Acta chir. belg., 1956, 55: 667. 


FoLLOWING an enumeration of the various techniques 
employed for restoration of the main biliary tract, in- 
cluding end-to-end suture, derivation of the bile to 
the duodenum or jejunum, and intrahepatic deriva- 
tions, the author describes a technique which he be- 
lieves to be original. 

A patient of 55 years had been admitted for me- 
chanical jaundice of 8 weeks’ duration, with a very 
long history of hepatic colics, some of ordinary type 


Fic. 1 (Arianoff). Flap cut from anterior wall of 
stomach. 
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Fic. 2. Lateral openings in the drain. 


and others associated with fever and attacks of 
jaundice. Clinically, stones of the gallbladder and 
choledochus were diagnosed. The first operation, in 
1955, revealed multiple calculi and a heavy biliary 
sediment in a small atrophied gall bladder. A retro- 
grade cholecystectomy was done as well as a subpan- 
creatic choledochotomy with progressive intraductal 
dilatation and insertion of a Kehr drain, the upper 
branch of which passed through the retracted area. A 
subhepatic drain was inserted and the wound closed 
in layers. The immediate postoperative results were 
good and the case registered as one of primary 
stenosing sclerotic cholangitis. After 8 days the Kehr 
drain, yielding only 100 c.c. of bile in 24 hours, and 
the urine and stools being of normal color, a post- 
operative radiomanometric test was made. The drain 
was withdrawn and the patient appeared to be cured. 
However, this proved false for the stools appeared 
alternately normal and acholic, with fever, chills, and 
typical hepatic colic, which revealed the classic pic- 
ture of infectious angiocholitis with obstruction of the 
main bile passage. The patient’s general condition 
grew progressively worse in spite of antibiotics. 
About 6 months after the first operation she was re- 
admitted and prepared for a second operation, which 
revealed a stenosing scleroinflammatory destruction 
of the entire hepatocholedochian portion of the main 
bile tract, leaving only a tiny unaffected area at the 
level of the bifurcation of the hepatic duct. Any possi- 
bility of end-to-end suture, even of utilizing Cattell’s 
method, appeared hopeless. Rather than attempt a 
hepaticojejunostomy in Y shape, the author thought 
it preferable to reconstruct a new choledochus with a 
tube constructed from the anterior wall of the stomach. 
This operation consisted of two stages. In the first a 
Rio-Branco incision was made; dissection and ap- 
proximation of the remains of the main bile duct fol- 
lowed; then resection of the diseased portion up to the 
hepatic hilus was done with individualization of the 
tract to about 34 cm. In the second stage a new 
choledochus was constructed from the anterior gastric 
wall and a hepaticogastric anastomosis was made. 
With the aid of a Chaput forceps a flap 4 to 5 cm. 
broad and 12 cm. long was cut from the anterior 
gastric wall with its free margin toward the cardia 
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and its hinge toward the pylorus. This flap was swung 
toward the right and sutured in two planes of the 
gastric wound and of the flap so as to form a tube. 
This suture was done over a fine drain introduced 
through the nose and passed through the esophagus, 
the stomach, and the newly formed duct to the hepa- 
tic ducts (on the right side in the present case). The 
drain was supplied with multiple lateral openings in 
its transgastric portion and in its hepatic extremity, 
the former to permit a flow of bile into the stomach, 
and the other to drain the left hepatic duct. A muco- 
mucosal suture with interrupted sutures of fine 
chromic catgut was made to fasten the hepatic duct to 
the new choledochus. The seroserosal sutures were 
made of silk thread. The new choledochus was fixed 
to the anterior surface of the pylorus and duodenum 
with some nonabsorbable sutures to avoid as far as 
possible any traction or the creation of a gap that 
might become ensnared in an intestinal loop. A sub- 
hepatic drain was then introduced and the wound 
closed in layers as usual. The operation lasted nearly 
3 hours, and energetic reanimation was needed. The 
subhepatic drain was removed on the fourth day and 
the transanastomotic drain on the ninth day as 
aspiration no longer yielded any secretion and the 
stools were of normal color. On the twelfth day a 
small melanic stool appeared. Three weeks after the 
operation a gastroduodenal roentgenographic series 
failed to show the slightest trace of a barium reflux 
into the new choledochus, regardless of the position of 
the patient or time of exposure. Later, the patient ap- 
peared free from jaundice, had no more pain, and 
went about her usual occupations. 

Although only the future can determine whether 
this technique has led to final cure, this case is 
deemed of interest as an example of nontraumatic 
stenosis of the main bile tract, and as an illustration of 
a technique that may be used with success (at least as 
far as its execution is concerned) in certain cases in 
which the anatomic and general conditions would 
contraindicate a hepaticojejunostomy and an intra- 
hepatic anastomosis of the Longmire-Dogliotti type. 
The method here described is less shocking than the 
other two, prevents serious digestive reflux, and avoids 


Fic. 3. Suture of the new choledochus to the anterior 
surface of the pylorus and duodenum. 


the difficulty of bringing the stomach into contact 
with the hepatic stump. Furthermore, the caliber of 
the segments to be anastomosed is better proportioned 
and the mucomucosal suture more easily accom. 
plished. In addition, this technique permits the crea- 
tion of a new gastric choledochus which is continent 
and prevents the reflux of food and, thus, an ascending 
cholangitis. Certain details necessary for the success of 
this operation are stressed. The gastric flap must be § 
made long and wide enough. It is also necessary to fix 
the new choledochus to the anterior wall of the py- 
loroduodenal region. The double torsion of the tube 
from front to back and from left to right is the chief 
reason that it prevents digestive reflux. 
—Edith Schanche Moore 


Disappearance of ‘‘Stone” Shadows in Postoperative 
Cholangiograms. WarrREN H. Cote and H. 
Harrioce. 7. Am. M. Ass., 1957, 164: 238. 


THE AUTHORS report their experiences with 9 patients 
who had residual stones of the common duct follow- 
ing cholecystectomy and choledochostomy. In 7 of 
these patients, the stones disappeared with the pro- 
longed use of a clamped T-tube in the duct and the 
administration of bile salts by mouth. 

These patients continued with their clamped T- 
tube and were given 3 to 4 grams of bile salts per day 
in divided doses. The stones disappeared in 7 of the 
patients in from 8 to 31 weeks. Repeated cholangio- 
grams were done through the T-tube until films of 
normal biliary ducts were obtained. 

It was believed that the stones probably disinte- 
grated rather than dissolved. The suggestion is made 
that alteration in the cholesterol-bile salt ratio of the 
bile might be a factor as considered originally by 
Andrews. The absence of the gallbladder, which re- 
sults in the lack of discharge of concentrated bile 
into the duct, may be a factor in the disappearance 
of the stones after cholecystectomy as opposed to the 
formation of stones in the common duct when the 
gallbladder has not been removed. The method 
should not be used if the common bile duct is com- 
pletely obstructed. 

The authors state that they could not prove that 
the shadows on the cholangiogram were stones. How- 
ever, the shadows appeared on several films and ful- 
filled the requisites for stones on a cholangiogram. 
All the patients remained well and free of symptoms 
after the shadows disappeared and the T-tubes were 
removed. Case reports and illustrative cholangiograms 
are presented. —Donald C. Geist, M.D. 


The Arterial Circulation of the Pancreas (La circola- 
zione arteriosa del pancreas). A. Bertoccut and V. 
Bianco. Boll. Soc. piemont. chir., 1957, 27: 12. 


Tuts is the first of 3 articles summarizing in detail the 

study of the human pancreas in 53 instances (35 

adults and 18 fetuses). This article concerns the 

arterial anatomy of this organ and the remaining 2 
— will review the anatomy of the veins and 
ucts. 

The authors injected radiopaque media into the 
arteries, took roentgenograms, and carried out F 
meticulous dissections with the aid of x-rays and 
microdissection technique. 
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Fic. 1 (Bertocchi, Bianco). Showing the arterial circulation of the pancreas. 


They describe the arterial system with all its rami- 
fications, present statistics regarding the branchings 
and their variations as found in their series, and sug- 
S the potential clinical applications of this knowl- 


ge. 
This article should be read in the original detail 
with the accompanying charts and radiographs by 


anyone interested. —George L. Nardi, M.D. 

The Diagnosis of Acute Necrosis of the Pancreas (Zur 
Diagnostik der akuten Pankreasnekrose). WILHELM 
Wuroa., Deut. med. Wschr., 1957, 82: 475. 


Amonc 248 PATIENTS with severe acute necrosis of the 
pancreas who were hospitalized between 1920 and 
1954 a great many did not show the typical symp- 
toms. The admission diagnosis was correct in only 
4 per cent of the cases. Seventy per cent of the pa- 
tients were women. Most of them were between 40 
and 70 years of age. 

_ The onset of the symptoms frequently followed the 
intake of an especially fat-rich meal. Abdominal pain 
was not a typical symptom; however, pressure pain 
was usually marked. In a third of the cases there was 
also a diffuse or ill-defined abdominal rigidity. Vomit- 
ing occurred in 127 patients; abnormal stools and 
passage of gas in 50. The pulse was usually normal, 
ever was rare, and icterus was observed in 37 pa- 
tients. Leucocytosis occurred in 75 per cent of the pa- 
tents, albuminuria in 35. per cent, and glycosuria in 
20 per cent. 


Gastric perforation, acute ileus, and biliary colic 
must be considered in the differential diagnosis. In 
instances of acute abdominal distress it is a useful rule 
of thumb to consider acute necrosis of the pancreas 
if the symptoms are inconsistent with any other com- 
mon acute abdominal condition. 

—Victor R. Jablokow, M.D. 


Pancreatic Necrosis in Cortisone-Treated Children. 
hg Baar and O. H. Wo rr. Lancet, Lond., 1957, 1: 
12. 


THE AUTHORS report 2 cases of diffuse hemorrhagic 
pancreatitis associated with peripancreatic fat necrosis 
in children following corticosteroid therapy for asthma 
and dermatomyositis, respectively. They believe that 
cortisone has an effect on pancreatic secretions, and 
in the presence of an unknown constitutional disposi- 
tion this causes stagnation of the secretions and pan- 
creatic necrosis by a reflux mechanism. Both patients 
also showed atrophy of the adrenal glands. 
— Martin E. Silverstein, M.D. 


Abscesses of the Spleen (Les abcés de la rate). M. P. De 
Smet. Acta chir. belg., 1956, 55: 729. 


In Yancamst of the Belgian Congo, situated in the 
midst of the tropical forest, the author had occasion 
to treat 16 cases of acute abscess of the spleen and 1 
case of tuberculous abscess of the spleen among 3,750 
major operations performed between 1947 and 1956. 
Although relatively frequent, particularly in 1953, 
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none of these cases was associated with an epidemic. 
Nine of the cases were observed in adolescents from 
12 to 19 years of age, 7 in subjects ranging from 22 to 
40 years (including 2 women), and one case in a child 
of 5 years. In none of these cases were other organs 
besides the spleen involved. The cases here presented 
included 4 in which no microbes nor serious general 
infection could be demonstrated, 5 in which microbes 
and a gas-containing abscess were present, one rare 
case of infected cyst of the spleen, 2 cases of perforated 
abscess, 4 cases of small peripheral abscess, and one 
case of solitary tuberculous abscess of the spleen. 

In a series of 107 transparietal splenoportographies, 
3 cases of abscess due to direct inoculation were dis- 
covered, and more will appear as the practice of in- 
jecting opaque substances into the spleen increases. 
Cure was effected with irrigations of 1 per cent acri- 
flavine without splenotomy. In 2 cases an abscess was 
located between the spleen and the liver, the spleen 
being almost completely decomposed, which suggested 
it as the site of origin. The most common cause of 
abscess of the spleen is infection via the blood stream. 
Here one may have to deal with infection at a site of 
lowered resistance, as in cases of traumatic abscess 
with secondary infection of a subphrenic or subcap- 
sular accumulation of blood, suppuration of a hydatid 
cyst of the spleen, secondary infection or softening of 
an aseptic infarct before cicatrization, or a septic in- 
farct from septic embolism. 

Abscess of the spleen of classic etiology was not 
observed in this series. Thus, abscess of the spleen may 
develop in typhoid fever, puerperal septicemia, ulcera- 
tive endocarditis, or spirochetosis. In rare instances 
abscess of the spleen may develop following measles, 
diphtheria, or the plague. Finally, abscess of the spleen 
may develop after ordinary infections, such as otitis, 
boils, gingivitis, periodontitis, or severe infections of 
the genital organs. Dental caries, so common in 
Africa, may serve as a source of infection with septic 
microemboli. About one-half of all liver abscesses 
are caused by bacteria. Infections of the digestive 
tract, rarely tropical malaria, bronchopulmonary in- 
fections, tuberculosis, and tropical virus phlebitis, may 
provide the source for abscess of the spleen. In the 
majority of cases one has to deal with a probable 
solitary peripheral infarct involving the splenic cap- 
sule and causing pain due to perisplenitis. Fever, and 
costal and hypochondrial pain follow, and after 2 
weeks the abscessed spleen is adherent to the perito- 
neum. Such infarcts may heal spontaneously (in about 
90 per cent of cases) or they may rupture spontaneously 
into the spleen. More rarely the infarct is central at a 
distance from the capsule and causes various symp- 
toms. Latent periods of 3 months to 2 years have been 
reported. The abscess then develops insidiously. The 
symptoms will depend upon the location of the abscess, 
including pleural diaphragmatic irritation (dyspnea, 
pain, exudate) when the abscess is located at the upper 
pole (in 60 per cent of cases) and signs of peritonism 
(intestinal paresis, nausea) when the abscess spreads 
between the liver and spleen. Anamnesis usually 
reveals a marked loss of weight and enlargement of the 
spleen. However, cases have been observed with little 
pain, and without fever or marked leucocytosis. Diag- 
nosis is difficult in the beginning. Aortography may 


prove helpful in cases of embolism of the splenic 
artery that occasionally develops into vegetative endo- 
carditis. The differential diagnosis from 1 pneu- 
monia of the left lung complicated by diaphragmatic 
pleurisy may be difficult and only puncture of the 
spleen may yield the necessary information. The diag- 
nosis is almost impossible in small abscessed infarcts 
and only abdominal exploration for chronic pain or 
splenomegaly will prove useful. 

Splenotomy yielded excellent results in the more 
serious cases. Costectomy was required in 9 of 11 cases. 
A counter-incision in the lumbar region, performed 
twice, proved to be the best procedure for large gase- 
ous abscesses adherent to the abdominal wall and dia- 
phragm. In 7 cases drainage through an intercostal in- 
cision sufficed. The general condition of the patients 
several years after splenotomy was satisfactory. Splen- 
ectomy was performed when the patient’s condition 
and the abdominal situation permitted. Splenotomy 
was performed in 11 cases with one death, marsupi- 
alization in 1 case, splenectomy in 4 cases with 1 death 
from peritonitis, and puncture and lavage in 3 cases of 
inoculation abscess. Splenoportography revealed a 
retardation of evacuation of the spleen and occasionally 
images of collateral vessels. —Edith Schanche Moore 


MISCELLANEOUS 


Interposition of the Colon Between Liver and Dia- 
Chilaiditi’s Syndrome, in Children. 


. D. M. Jackson and C. J. Hopson. Arch. Dis. 

Childh., Lond., 1957, 32: 151. 

THE SYNDROME of gaseous abdominal distention due 
to the intermittent displacement of the liver by a 
distended loop of colon was first fully described by 
Chilaiditi in 1910. Numerous adult cases have been 
described in the literature, but fewer cases have been 
reported in children. The authors report their observa- 
tion and treatment in 4 cases since 1950. The ages 
ranged from 16 months to 5 years at the time of the 
first admission. In children, the most common symp- 
tom is abdominal pain, often severe and associated 
with vomiting. Anorexia, constipation, and frequent 
passage of flatus may also be present. Abdominal dis- 
tention with absent liver dullness is found on physical 
examination. The distention is progressive during the 
day, and is usually relieved by lying down. 

Radiographically, the diagnosis is confirmed by an 
upright film of the abdomen which shows a distended 
loop of colon between the liver and the right side of 
the diaphragm. Haustral markings aid in distinguish- 
ing this gas from free subphrenic air. The generalized 
nature of the distended colon down to the lower rec- 
tum, and the absence of large fecal masses differenti- 
ate this condition from Hirschsprung’s disease. The 
erect film is necessary, since the interposition of colon 
does not usually occur in the supine view. Since most 
abdominal films of children are taken in the supine 
position, this may explain why the condition is not 
observed more often in younger patients. The lateral 
x-ray view aids in confirming the diagnosis. 

The etiology of this syndrome is attributed to un- 
usual mobility of the right colon, which may have a 
mesenteric attachment. The liver displacement is not 
so remarkable, since artificial pneumoperitoneum 
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produces a painless displacement of the liver as great 
as was noted in these cases. Aerophagia with increas- 
ing diurnal distention of the colon undoubtedly con- 
tributes to the production of this syndrome. 

In 2 of the reported cases spontaneous improvement 
has been observed. The authors are therefore reluc- 
tant to advocate surgical treatment such as fixation of 
the colon. Awareness of this syndrome may thereby 
prevent unnecessary emergency laparotomy for a pre- 
sumed perforated viscus or intestinal obstruction. 

—Enmile L. Meine, Jr., M.D. 


Bizarre Surgical Causes of Acute Abdominal Condi- 
tions in the Aged. WesLry Furste and Jerome Rint. 
j. Am. Geriat, Soc., 1957, 5: 77. 


IN THE AGED the correct diagnosis and treatment of 
acute conditions may often be relatively easy; but in 
certain bizarre and unusual situations, both the diag- 
nosis and treatment may be difficult to establish for 
the general practitioner, the internist, and the sur- 
geon. The authors discuss the unusual rather than the 
usual causes of acute abdominal disorders in aged in- 
dividuals. 

Any abdominal structure that has a large body and 
asmall base pedicle can become twisted on its pedicle 
and cause a severe acute abdominal condition, such as 
torsion of the organ. Torsion can occur with the small 
bowel, the cecum, the sigmoid, a Meckel’s divertic- 
ulum, or an epiploic appendage. Volvulus of the colon 
may occur in various degrees and was present in one 
of the cases reported by the authors. A torsion of the 
genital tract appendage, such as a pedicled uterine 
leiomyoma or an ovarian cyst or tumor, must be con- 
sidered in the older female. A case is presented in 
which an elderly white female had a torsion of a fi- 
broma of the ovary. 

Vascular accidents are some of the most dramatic 
and serious intra-abdominal catastrophes. The supe- 
rior mesenteric vessels are most commonly involved. 
A hematoma of the abdominal wall and a rupture of 
the epigastric vessels in either their inferior or superior 
portion are infrequently observed conditions. The 
authors present a case of a hematoma of the abdominal 
wall in the superior half of the right rectus abdominis 
as an example. 

Idiopathic, spontaneous segmental infarction of the 
greater omentum and infarction of an epiploic append- 
age are unusual conditions and are frequently mis- 
taken for other conditions such as appendicitis and 
cholecystitis. 

Gastrointestinal obstructions may occur; internal 
hernias or incarceration of a loop of the small bowel 
in a rent of the omentum are the less common causes 
of obstruction. Gallstones that have moved from the 
biliary tract to the intestine may produce a mechanical 
bowel obstruction but this is an unusual occurrence. 
Malignant tumors of the small intestine, such as adeno- 
carcinoma or sarcoma, may obstruct the bowel lumen 
and be quite obscure. A case of a mechanical small 

el obstruction due to mucoid adenocarcinoma of 
the ileum with intussusception, perforation, and acute 
peritonitis is presented. Colocolic intussusception is 
often a cause of acute obstruction, especially if asso- 
ciated with carcinoma. Various inflammatory proc- 
esses may cause acute conditions in the abdomen, 
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particularly diverticulitis of the duodenum with per- 
foration that may simulate high intestinal obstruction, 
acute pancreatitis, and acute inflammation of a dupli- 
cation of the ileum. A case of acute pancreatitis with 
fat necrosis is presented. 

Trauma to the abdomen may be either penetrating 
or non-penetrating and it is often difficult to diagnose. 
Heavy blows to the abdominal wall may cause internal 
damage of various degrees of severity, such as a rupture 
of any of the intra-abdominal viscera. Traumatic per- 
foration of the ileum occurred in a 79 year old white 
man. Mesenteric venous thrombosis may follow ab- 
dominal trauma from a blunt instrument. Perforation 
of the rectosigmoid may occur as a result of straining 
at defecation. 

To obtain a correct diagnosis preoperatively in 
many of the cases of acute conditions of the abdomen, 
a very accurate history, a careful physical examina- 
tion, and the employment of certain laboratory pro- 
cedures are necessary. If the diagnosis of a bizarre 
condition cannot be obtained by the usual methods, a 
laparotomy with meticulous exploration may be 
necessary occasionally. —jJohn E. Karabin, M.D. 


Fifty Hemicolectomies for Cancer on the Right Side 
(50 Hémicolectomies droites pour cancer). JEAN QuéNu 
BrenaymMé, Sem. hép. Paris, Ann. chir., 1957, 

299% 


THE AUTHORS review all cases of hemicolectomy for 
cancer on the right side done at the surgical clinic 
of the Héspital Cochin in Paris, between January 1, 
1925 and December 31, 1955. 

During this period 82 patients with cancer of the 
right colon were operated upon. In 2 a segmental 
colectomy was done and in 30 others various pro- 
cedures such as exploratory laparotomy, external or 
internal diversion of the fecal stream were done. Of 
these 32 patients, 9 died in the immediate post- 
operative period and the remainder died within a 
few months without any significant palliation. In 
view of this unsatisfactory prognosis, the authors 
recommend a “curative” or a “‘palliative’’ hemicolec- 
tomy if there is a reasonable chance that the patient 
might survive the procedure. Hemicolectomy in the 
authors’ hands is not significantly more dangerous than 
a diverting operation (with or without exclusion) 
and the functional results are much better. 

The lesion is considered nonresectable only if the 
aorta, the inferior vena cava, the iliac bone, or the 
iliac vessels are infiltrated. In only 9 of the 52 cases 
in which colectomy was done was the lesion entirely 
free or mobile. In all of the others there was ad- 
herence to the abdominal parietes or to one or more 
neighboring organs. 

The over-all resectability rate in this series was 
63 per cent. The resectability rate for the last 5 years 
has been 75 per cent. Three-fourths of the 56 lesions 
in the cecum and ascending colon, one-half of the 
10 lesions in the hepatic flexure, and one-third of the 
9 lesions in the right half of the transverse colon were 
resectable. 

The aim of a hemicolectomy on the right side is to 
remove in continuity the tumor and its possible 
lymphatic afferent territory, i.e., the terminal ileum, 
the cecum, the ascending and right portions of the 
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transverse colon with their mesenteries, their vessels, 
their lymph nodes, and, if necessary, the invaded 
tissues. The preoperative workup takes about a week. 
Intestinal preparation is done with three castor-oil 
purges on alternate days, and succinylsulfathiazole is 
the only substance used preoperatively. The operation 
itself is usually done in the following order: laparot- 
omy, exploration, section of the gastrocolic ligament, 
section of the greater omentum, mobilization of the 
colon, transection of the ileum, transection of the 
mesentery and the mesocolon, and transection of the 
colon. If the patient is well prepared, without dis- 
tention, and the cut ends of the gut are congruent, 
an end-to-end anastomosis is done. In the other cases 
a side-to-side anastomosis is performed, the cut end 
of the colon being used as a temporary decompressive 
colostomy. This fistula usually closes spontaneously 
in a few days or weeks. An end-to-side anastomosis 
has seldom been used. No. 00 catgut is used as a 
continuous mucosal suture, interrupted linen thread 
for an intermediate layer, and interrupted fine linen 
for the serosal layer. Suture of the mesocolon is care- 
fully done to avoid leaving an opening. In end-to-end 
anastomoses it is advantageous to close the mesenteric 
and mesocolic leaves with a layer of suture on either 
side before the enteroanastomosis itself is attempted. 
The raw area left after resection is easily covered by 
suturing the outer border of the ileum to the lateral 
leaf of the parietal peritoneum. The space left between 
the denuded posterior abdominal wall and the re- 
constituted mesentery is drained by a rubber tube 
passed just above the iliac crest and brought out 
posterolaterally. The drain is not removed before 
the sixth day. In the postoperative period terramycin 
is given intramuscularly for 6 days and no attempt 
is made to lock the bowels. Liquid paraffin is given 
on the third day and if it fails to act, multiple small 


doses of castor oil are employed on the sixth day; 
the patient is usually discharged on the twelfth day. 

The authors analyze their results in detail. There 
were 10 postoperative deaths in the whole series, the 
rate having gradually decreased over the years. Of 
25 patients available for follow-up for more than 5 
years 48 per cent are alive, 12 having died of cancer and 
1 of other causes. Five of 16 have survived for 10 
years and 1 of 8 survived for 15 years. In 16 cases 
in which tumor spread was definitely established, 
there were 8 local recurrences and 8 cases of metastases. 
Four patients were reoperated upon, 1 each for in- 
cisional hernia, adhesions, obstruction, and probable 
recurrence. 

In concluding, the authors state that the general 
improvement in the patients operated on was very 
gratifying. Therefore in uncomplicated cases hemi- 
colectomy should be attempted if at all practicable. 
The size of the lesion was seldom an important con- 
traindication to resection. In cases which are second- 
arily complicated hemicolectomy should be considered 
more often as the procedure of choice. Thus, in cases 
with a cancerous abscess the treatment should be 
incision of the abscess followed by intensive anti- 
biotic therapy and, if possible, hemicolectomy as soon 
as the infection is controlled. In 2 cases of cancer of 
the right colon with perforation, hemicolectomy was 
done with success and prolonged survival. In 9 cases 
with obstruction the authors found internal diversion 
operations to be generally unsatisfactory. Colostomy is 
not possible in the cases with obstruction in the 
cecum. In 2 cases in which hemicolectomy was done, 
1 was free of disease at the time this report was pub- 
lished. The authors therefore recommend that serious 
consideration be given to primary or two-staged 
hemicolectomy in these cases also. 

—Ranes C. Chakravorty, M.D. 
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GYNECOLOGY 


UTERUS 


Clearance Rates of Radiosodium from the Myome- 
trium. Patrick T. Moore and Puiuie R. Myers- 
coucH. 7. Obst. Gyn. Brit. Empire, 1957, 64: 207. 


THE CLEARANCE RATE Of radiosodium is considered a 
means of measuring the effective circulation of a given 
tissue. Radiosodium was injected into the myome- 
trium of pregnant women between the thirty-first and 
forty-third weeks of gestation in order to determine 
the effect of toxemia, the duration of pregnancy, age, 
and the placental position on the clearance rate. 

Significant observations were made when the nor- 
mal pregnancy was prolonged and when pre-eclampsia 
was present. In both of these conditions the clearance 
rates were reduced. Unfortunately, the range of myo- 
metrial clearance rates in normal subjects is so wide 
that the test has limited diagnostic value. 

—M. Leon Tancer, M.D. 


The Clinical Incidence of Congenital Uterine Anom- 
alies; with a Report of 15 . G. H. Frey and 
C. M. Scott. Am. 7. Surg., 1957, 93: 829. 


Tue AUTHORS report 15 cases of patients with uterine 
anomaly. The embryology, diagnosis, and clinical sig- 
nificance are reviewed. Definitions of the types of 
anomaly are given and sketches are offered for clarity. 
The authors suggest that the incidence of such 
anomalies is greater than heretofore believed and 
approaches the incidence rate of 1 in every 500 
patients, Leon Tancer, M.D. 


Mesodermal Mixed Tumor of the Uterine Cervix 
(Tumeur mésodermique mixte du col utérin). P. 
and M, Petit. Bruxelles méd., 1957, 37: 102. 


A 28 year old patient had suffered since puberty from 
menstrual irregularity and dysmenorrhea with at- 
tacks of mammary secretion and lactorrhea following 
ovulation. Her first pregnancy occurred at 19 years of 
age and was complicated by enormous gain in bodily 
weight (approximately 50 Ibs.) and pre-eclamptic 
manifestations. The second pregnancy, 2 years later, 
was accompanied by transitory elevations of blood 
pressure (maximum of 280 mm. of Hg). During the 
following 7 years the patient suffered 4 spontaneous 
abortions early in pregnancy. When 23 years of age 
she underwent an electrocoagulation of a cervical 
polyp; there was prompt recurrence with intermittent 
bleeding. This and several other electro-coagulations 
were done but no biopsy was made. When the patient 
was 25 years of age the gallbladder was removed for 
stone. 

_ For several weeks preceding examination the pa- 
tient had been suffering from a dark, malodorous 
vaginal discharge which had of late become frankly 
sanguineous. 

Examination disclosed in the posterior region of the 
vagina a nutmeg-sized, globular, soft, yellowish polyp, 
attached to the posterior cervical lip by a protruber- 
ant, whitish, firm mass of tissue. The polyp was re- 


moved, a biopsy specimen secured from the protu- 
berant area, and the rest of the area thoroughly cau- 
terized. Following histologic examination a hysterec- 
tomy with removal of the cervix was carried out. 
Twelve months after operation the patient was in 
excellent condition with no evidence of recurrence or 
metastasis. 

The histologic examination of the removed speci- 
men disclosed the presence of a fibrillary myxoma- 
tous stroma containing irregularly scattered areas of 
epithelial cells of three distinct histologic types. First 
there were elongated cells with abundant cytoplasm 
with marked eosinophilic coloration and cross stri- 
ations. The nuclei were centrally placed (rhabdo- 
myoblasts). Certain myoblasts contained several cen- 
trally placed nuclei in loose succession. There were 
also strands of small fusiform cells arranged parallel to 
one another in a “school-of-fish” (banc de poissons) 
fashion. The nuclei of these cells were elongated and 
slender, with eosinophilic cellular cytoplasm without 
striations. There were also reticulated cells with ovoid 
nuclei and a narrow margin of cytoplasm with fine 
prolongations forming a large-meshed network. In 
this last type of cell there were numerous mitotic 
figures without evidence of atypical cell division. The 
cellular complexes were separated by dense fibrous 
tissue septa. 

The diagnosis of the authors was mesodermal mixed 
tumor. In making this diagnosis they take issue with 
Joseph McFarland (Surg. Gyn. Obst., 1935, 61: 42), 
who stated that the presence of cross striations in any 
of the muscular cells is sufficient to make a diagnosis 
of rhabdomyoma. 

The authors emphasize the fact that these tumors, 
which are, in general, to be considered as having a 
tendency toward malignant degeneration, present an 
initial localized stage, in the course of which clinical 
and histological diagnosis may be erroneous. 

— John W. Brennan, M.D. 


Carcinoma of the Cervix. 
N. Surg. Clin. N. America, 1957, 37: 


The Treatment of Primary 
MasrTeErRso 


oun G, 

THE AUTHOR presents an excellent short historical re- 
view of the use of radium and surgery in the treatment 
of cervical cancer. He also presents survival figures 
from internationally famous clinics for patients treated 
during the years 1944 to 1948 with both radiation and 
surgical therapy. 

After a description of the surgical technique used for 
radical hysterectomy and pelvic lymph node dissec- 
tion on the tumor service at the Kings County 
Hospital, the author presents the results in a series of 
63 consecutive, unselected cases of stage 1 cervical 
cancer treated surgically. The operative mortality was 
3.2 per cent. Positive lymph nodes were present in 8 
per cent of the cases, and 60 per cent of the patients 
with positive nodes succumbed to their disease in 9 to 
39 months. The 5 year survival rate in a small group 
of 9 cases was 89 per cent. The remaining cases were 
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followed up for a shorter length of time. Fistulas of the 
urinary tract occurred in 8 per cent of the cases. 
Radiation therapy is recommended for the treat- 
ment of stage 2, 3, and 4 lesions because of the high, 
immediate mortality associated with surgery. Radia- 
tion therapy is also advised when cervical cancer is a 
complication of pregnancy. —-M. Leon Tancer, M.D. 


Some Remarks on the Indications, the Routes, the 
Procedures, and the Results of Radical Hysterec- 
tomy in Invasive Carcinoma of the Cervix of the 
Luict Cattaneo. Scientia med. ital., 1957, 5: 
195. 


THE AUTHOR believes that the criticism recently raised 
on the validity of radical hysterectomy in the therapy 
of cancer of the cervix is unjustified. Rather than this 
being the “‘twilight” of this type of surgery, he believes 
that until a few years ago the radical nature of the 
surgical extirpation of the lymph nodes had not yet 
been understood in its full meaning. So much so, that 
the obturator fossae were neither examined nor emp- 
tied until recently. It is now known that the aim of 
radical surgery is the systematic, methodical, and 
total extirpation of the lymphatic chain and glands in 
both halves of the pelvis. Not only are the lymphatics 
to be removed, but also the connective tissue contain- 
ing them, as well as the nests of malignant tissue which 
are too small to be either seen or felt. This includes 
the loose areolar tissue of the pararectal, paravesical, 
rectovaginal, prevesical, and vesicovaginal spaces, as 
well as the connective tissue and venous plexuses of 
the cardinal, sacrouterine, and sacrovaginal liga- 
ments. The roots of the sacral plexus are exposed by 
eliminating the internal iliac arteries and veins. 

Radiation therapy has not been of great value in the 
treatment of carcinoma of the cervix. In fact, the 
author states, it is because of this failure and because 
of the advances made in anesthesia, blood replace- 
ment, antibiotics, and the treatment of shock, that 
there has been a renewal of interest in the use of 
radical surgical therapy. 

The operation is best performed through the ab- 
dominal route. A wide incision obtains an adequate 
exposure of the operative area. The aorta is palpated 
to determine the upper reaches of the neoplasm by 
noting the extent of lymph node involvement and to 
determine whether the condition is resectable or not. 
At the same time, by visualization and by palpation, 
the lower limits of the neop can be determined 
and a plan formed to perform a radical block excision 
of the diseased uterus, together with the regional ves- 
sels and lymphatics and the connective and fatty tis- 
sues of the pelvis. A detailed description, as well as 
many explanatory illustrations, are given to show the 
author’s operative technique. 

The operative mortality rate in 111 patients so op- 
erated upon was zero per cent. The survival rates 
were calculated for a period of 5 or 6 years. The rela- 
tive survival rate was 46.8 per cent. The absolute sur- 
vival rate of all the patients, including those consid- 
ered inoperable, was 37.2 per cent. 

The postoperative complications consisted of 3 fis- 
tulas (2 vesicovaginal and 1 urethrovaginal) and 2 
cases of hydronephrosis. 

—Ely Elliott Lazarus, M.D. 


Treatment of Recurrences Following Initial Surgery 
for Cancer of the Cervix, W. Dante and 
Brunscuwic. Surg. Clin. N. America, 1957, 

485. 


THE SURGICAL procedures available for the treatment 
of cervical cancer are also available for the treatment 
of recurrences which follow surgical therapy if these 
recurrences are central, movable, and localized to the 
pelvis. Recurrences following exenteration procedures 
are usually not able to be treated surgically because of 
technical difficulty and extension beyond the confines 
of the pelvis. 

Of 569 surgically treated patients there were 31 
with recurrences suitable for surgical treatment. An 
additional 46 patients had recurrences which were 
treated by irradiation as they were deemed unsuitable 
for surgical intervention. 

Among the 31 patients who were treated surgically 
for the second time, 23 had been untreated prior to 
the first operation and 8 had been operated on for re- 
currence after failure of the radiation therapy. In the 
group of 23 there were 4 patients who failed to leave 
the hospital. There are 6 living without recurrence for 
an average of 51 months. In the group of 8 patients 
there are 2 living without recurrence, 36 and 57 
months respectively. 

There were 46 patients considered inoperable ai the 
time of recurrence. These were treated by irradiation 
and only 2 were brought to an asymptomatic status. 
In none of the cases did a patient become ‘‘operable” 
after the failure of radiation therapy to control the 
recurrence. —M. Leon Tancer, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


A Case of Fibromyoma of the Ovary Associated with 
Ascites and Hydrothorax; Syndrome of Meigs (Con- 
siderazioni su un caso di fibromioma dell’ovaio asso- 
ciato ad ascite ed idrotorace; sindrome di Meigs). 
ALESSANDRO SETTIMI. Fracastoro, 1957, 50: 38. 


THE AUTHOR’S PATIENT was a 48 year old working 
woman, who had begun to menstruate at 13 years of 
age, was married at 23, and bore 2 children who are 
living and well. The menopause had occurred 3 years 
previously. Her appendix had been removed when 
she was 39 years of age and she had had several at- 
tacks of influenza during the past 5 or 6 years. 

Nine months previously the patient noted enlarge- 
ment of the abdomen, without other symptoms. One 
month previously she began to have attacks of obsti- 
nate constipation, vomiting, weakness and dyspnea on 
exertion. Roentgen examination disclosed cardiac 
displacement to the left and opacity of the right 
thoracic field, but without evidence of pathologic 
changes in the lungs. Repeated paracentesis yielded 
large quantities of a transudate which rapidly re- 
formed. The ascitic fluid also showed the character- 
istics of a transudate. 

At operation the right ovary was found to be trans- 
formed into a large ovoid, firmly elastic mass which 
was free of adhesions. The mass was removed, the 
wound closed, and convalescence was uneventful. 
Three years later the patient was found to be per- 
fectly well and without evidence of recurrence oF 
metastasis. 
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The histological findings were typical of fibro- 
myoma, both for the ovary and the uterus. There was 
a marked edema, so pronounced in places as to pro- 
duce a dissociation of individual muscular fascicles. 
When these bundles of muscle fibers were sectioned 
transversely the individual muscle fibers were sur- 
rounded by empty halos, containing at most an 
amorphous, granular substance of albuminoid char- 
acter. 

This case is reported because only rarely does Meigs 
syndrome occur except in association with fibro- 
matous neoplasms. — John W. Brennan, M.D. 


EXTERNAL GENITALIA 


an Bleeding After Artificial Amenorrhea. J. D. 
ooprurF and H. Prystowsxy. Obst. Gyn., 1957, 9: 
444, 


ONE HUNDRED AND SIXTY-FIVE PATIENTS with vaginal 
bleeding 12 or more months following artificially 
induced amenorrhea were studied at the John Hopkins 
Hospital. In 43 patients, 26 per cent, a malignant 
condition was found at the time of investigation. 
There were 39 carcinomas of the cervix and 4 fundal 
cancers. 

Various features, such as the duration of amenor- 
thea, the age at the last menses, and the duration of 
bleeding, were not related to the incidence of cancer. 
Also, characteristics of the bleeding were of little 
aid in differentiating the nature of the etiology, al- 
though certain trends were apparent. 

The induction of amenorrhea in these postmeno- 
pausal bleeders subsequently resulted in malignant 
conditions as follows: in 32 per cent of 110 patients 
subjected to subtotal hysterectomy; in 23 per cent of 
13 patients subjected to bilateral adnexectomy; in 11 
per cent of 18 patients given radium in the uterus; and 
in 12.5 per cent of 24 patients given x-ray therapy. 

Preoperative study of the cervix by routine cervical 
cytology or biopsy would have been of value. It is 
likewise believed that x-ray therapy for benign uterine 
bleeding should be restricted to the poor risk patient. 
In general, when more than a diagnostic curettement 
is needed by the good risk patient, hysterectomy 
is the better method of treatment. 

—john R. Wolff, M.D. 


a > Treatment of Congenital Transverse Septum 
of the Vagina by Means of Z-Plasty (Traitement 
chirurgical des cloisons transversales du vagin d’origine 
congénitale par la plastie en Z; indications thérapeu- 
tiques), René Musser. Gyn. obst., Par., 1956, 55: 382. 
Tue AUTHOR had been doing the Y-plastic operation 
for congenital transverse septum of the vagina as 
described by Granjon (Gyn. obst., Par., 1947, 46: 303; 
International Abst. Surg., 1948, 86: 461), but since the 
teport of Morel-Fatio describing his method of Z- 
plasty for these malformations (7. Chir., 1949, 65: 747) 
the author has used his method on 8 patients. The 
results were excellent in 4 instances, very good in 2, 
Poor in 1 case, and unknown in the remaining in- 
stance. 
The operation consists essentially in the creation of 
two flaps of triangular form (60 degree angles) by 
means of a Z-shaped incision which extends through 
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Fic. 1 (Musset). 


the mucosa, submucosa and sclerotic tissue to the 
loose connective tissue. This incision consists of a low- 
er transverse line, an oblique incisional line, and an 
upper transverse line. The two triangular flaps out- 
lined are then raised and the tissues drawn out to 
the point where the one triangular flap fits into the 
raw space left by the other flap. The applicaticn of the 
method may be seen in the appended Figure 1. 
Application of the method in two areas is generally 
sufficient for the semilunar septa. If the septum tends 
to involve more or less the entire circumference of the 
vaginal lumen, more areas may require treatment. 
The intervention may be carried out on pregnant 
women up to the fifth month of gestation. If there is 
more than one septum, one situated above the other, 
the corrections are best carried out at different ses- 
sions. The lowest, or most accessible, is treated first. 
An imperforate diaphragm must be operated upon 
when it begins to give trouble, but the operation is not 
so urgent as to preclude careful study. The author 
drains the hematocolpos from below, even in the 
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presence of hematometra and hematosalpinx, reject- 
ing the recommendation of Patel and Cantoni that the 
imperforate hymen or septum is best attacked 
through a celiotomy opening. Since the advent of the 
antibiotics the author is no longer afraid of infection. 

If a perforated diaphragm is not producing symp- 
toms, treatment is not indicated, but if the malforma- 
tion is causing serious dyspareunia it must be cor- 
rected. The opening is first dilated by bougies to the 
point where the surgical technic described is ap- 
plicable. 

In the pregnant woman with an imperforate trans- 
verse septum, the method described should not be 
applied. The patient is permitted to go to term and 
cesarean section is carried out. 

—john W. Brennan, M.D. 


MISCELLANEOUS 


New Points of View in the Diagnosis and Treatment 
of Female Genital Tuberculosis (Nuovi punti di 
vista sulla diagnosi e terapia della tuberculosi genitale 
Licin1o BuGna. Ann. ostet. gin., 1956, 78: 


THE AUTHOR presents his experience in the treatment 
of female genital tuberculosis at the Géttingen Uni- 
versity Obstetrics-Gynecology Clinic. 

In the female, 90 per cent of the cases of genital 
tuberculosis involve the fallopian tube, 59 per cent the 
endometrium and, 10 per cent the ovaries. Genital 
tuberculosis is usually bilateral and secondary to pul- 
‘monary tuberculosis. Sterility is usually a result. 

The diagnosis can usually be made by the injection 
of menstrual blood into guinea pigs. The blood is 
collected in a small aluminum cup which fits onto the 
cervix. Depending on the flow, it is left on from 4 to 24 
hours in order to collect 6 to 8 c.c. at a time. (In virgins 
the specimens are collected with Westergren pipettes.) 

The blood is then hemolyzed with distilled water, 
shaken vigorously, and centrifuged at 5,000 r.p.m. for 
30 minutes. The sediment is again washed with dis- 
tilled water, recentrifuged for 10 minutes, and then 
stained by the Ziehl-Neelsen method for acid-fast or- 


ganisms. The remainder of the sediment is treated with 
6 c.c. of a 2 per cent solution of sulfuric acid, agitated 
vigorously, and recentrifuged 10 minutes at 4,000 
r.p.m. The remainder of the sediment is again washed 
with distilled water, centrifuged for 10 minutes and 
immediately injected into guinea pigs. 

The pigs are examined for nodes and sacrificed 
after 8 weeks. The results with 186 positive cases are as 
follows: culture alone, 9; culture and guinea pigs, 20; 
and guinea pigs alone, 157. Obviously the method of 
choice is that of guinea pig inoculation. 

After treatment the patient must have 3 negative 
tests before dismissal. 

The treatment consists of the following antibiotic 
combinations administered orally, parenterally, and 
locally: streptomycin, 1 gram for endometrial use; 
isoniazid (INH) 0.2 grams orally (in 5 per cent solu- 
tion for local administration); conteben (4, acetyl- 
amino-benzaldehyde-thiose-hemicarbazone), 0.05 
grams orally; INH, conteben, and dihydrostrepto- 
mycin (0.03 grams for local treatment). 

The plan of the treatment is as represented in the 
following diagram: 

Isoniazid 0.2 gm. twice daily 0.08 om. thrice daily x 5 days 

Streptomycin is given intramuscularly until the 
total dosage reaches 25 to 30 grams. The cycle of 
oral therapy (10 days INH, 5 days conteben) is re- 
peated throughout the treatment. 

The local therapy depends on whether the tubes are 
open or closed, and if closed, on whether the occlusion 
is at the isthmus or not. If open or closed elsewhere 
than the isthmus, the local therapy consists of the 
deposition into the uterine cavity of 8 to 10 portions of 
the INH, conteben, and dihydrostreptomycin mixture 
(orthomycin-conteben) twice weekly. If closed, the 
above mixture is used, and in addition an instillation 
of 5 to 10 c.c. of a 5 per cent INH solution is made in 
such a way that it will remain in contact with the tube 
for 4 to 6 hours. The instruments used are reproduced 
and described in the article. In addition to the above- 
mentioned medication, the author gives small doses of 
estrogen. —W. Newlon Tauxe, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Observations on the Oxygenation of the Fetus in 
Normal and Abnormal Pregnancy. Racuer B. 
MacKay. 7. Obst. Gyn. Brit. Empire, 1957, 64: 185. 


THE AUTHOR felt that in the survey of the literature on 
oxygen transfer from the mother to the fetus in the 
human being there was a discrepancy between the 
findings of previous investigators. The two important 
contributions that she thought were of significance 
were those of Clemetson and Churchman in 1953, 
and Walker and Turnbull in 1953. The results ob- 
tained by these workers are not in agreement, par- 
ticularly with regard to babies born from pre- 
eclamptic mothers. Because of this discrepancy the 
author thought that re-investigation of the whole sub- 
ject was in order, with a larger group of normal and 
abnormal patients. 

Immediately after delivery and before the onset of 
respiration the cord was occluded simultaneously at 
both ends to stop all circulation. The blood from the 
umbilical vein and arteries was immediately aspirated 
under liquid paraffin, transferred to heparinized 
containers, and analyzed at once. The oxygen con- 
tent in volumes per cent, oxygen capacity, and hemo- 
globin level were determined immediately. 

In all, 240 cases were studied. The majority of sam- 
ples were obtained after an uncomplicated spontane- 
ous vertex delivery when there was no evidence of cord 
obstruction and when chloroform was administered 
only with the birth of the head. This uniformity in 
method of delivery permitted comparison between the 
normal term, premature, postmature, and _pre- 
eclamptic groups of newborn. 

There were numerous graphs and tables in the ori- 
ginal article to illustrate the average cord oxygen sat- 
uration in the various classifications which were 
studied. The figures confirmed the work of Walker 
and Turnbull in 1953 and illustrated that there was a 
gradual reduction in the oxygen level of the cord 
blood in normal pregnancy as term was approached 
and passed, and, thus, at the forty-third week of preg- 
re there was still some oxygen reserve left but very 
ittle. 

In pre-eclampsia the cord oxygen level was re- 
duced below that corresponding to the appropriate 
period of the normal pregnancy, and an important 
observation was that the duration of the toxemia as 
well as its severity affected the cord oxygen level. 
From this study it is believed that the fetus is in a very 
dangerous situation when its mother has been suffer- 
ing from a long continued mild toxemia and the fetus 

become postmature. 

The study of the cord oxygen figures obtained un- 
der various conditions of anesthesia and types of 
Operative delivery showed that general anesthesia is 
nearly always associated with a reduction in the cord 
blood oxygen content and, as has been frequently 
noted before, nitrous oxide is particularly dangerous 
in this respect. It is noted in the study of the diabetic 


that the comparatively low saturations reported in- 
dicate the precariousness of the diabetic infant’s life. 
—Robert 7. McNeil, M.D. 


Pregnancy in the Deformed Uterus. W1Li1AM HunTER. 
J. Obst. Gyn. Brit. Empire, 1957, 64: 243. 


THE RECORDs of 38 pregnancies in true double uterus 
are reviewed. Double uterus is defined as a uterus de- 
rived from only one pair of mullerian ducts, and there- 
fore it has only one pair of tubes, with two separate 
cavities which do not communicate with one another 
above the level of the internal cervical os. The ob- 
stetrical histories of the patients with double uterus are 
compared with controls and the conclusions are based 
on comparisons of the two groups. 

As far as fertility is concerned, figures indicate that 
although five times as many patients with double 
uterus fail to become pregnant as in the control series, 
patients with double uterus who become pregnant for 
the first time are no longer infertile. Infertility may 
sometimes be due to unsatisfactory intercourse or to 
failure of the spermatozoa to reach the horn in which 
the expectation of a successful pregnancy is greater 
when the vagina is septate. Dyspareunia may also be a 
factor; it may be due to the presence of a septum nar- 
rowing the vaginal canal. 

There is said to be a high incidence of twin preg- 
nancy in double uterus, although this is not demon- 
strated in the present series. Examples of superfetation 
and superfecundation are cited from the literature. 

In cases of uterine anomaly the abortion and mis- 
carriage rate is high and repeated abortions are not 
uncommon. Thirty-nine per cent of the patients in this 
series had at least one abortion or miscarriage, and 21 
per cent of all the pregnancies terminated before the 
twenty-eighth week. 

The possible coexistence of extragenital deformities 
with abnormalities of the genital tract is emphasized. 
These abnormalities include: absent kidney, pelvic 
horseshoe kidney, double ureter, double bladder, and 
ectopia vesicae. Emphasis is placed on making these 
diagnoses before pregnancy occurs. 

Breech presentation is common in cases of double 
uterus; 14 such presentations occurred in 55 viable 
pregnancies. In about 1 of every 9 cases of transverse 
presentation, the uterus is abnormal and nearly al- 
ways has a single deformed cavity. The cervix of the 
deformed uterus may be single, with a single canal, or 
double, with two canals. The double cervix may have 
a septate canal or diverging cervices, as in uterus 
pseudodidelphys, or separate, almost parallel canals 
with separate cervices, as in uterus didelphys. 

Patients with uterine deformity are subject to the 
same complications of pregnancy as those with normal 
uteri. The incidence of unavoidable hemorrhage, 
cephalopelvic disproportion, and medical and surgical 
disorders is probably the same in both groups of cases. 
However, there is an increased risk of hyperemesis, 
toxemia, and accidental hemorrhage in cases with a 
major deformity. Intermittent bleeding from the non- 
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gravid horn may occur, especially in the early months, 
but this is not usual. The abortion rate is high, miscar- 
riages are common, premature labor is liable to occur, 
and even babies born at term may be smaller than 
average. 

As far as labor is concerned, in cases of double 
uterus the onset may be delayed for a week or more 
beyond the estimated date of confinement. Labor once 
started may be slow in becoming established and may 
be prolonged by hypotonic inertia, hypertonic inco- 
ordinate uterine action or, in some cases, by retentive 
uterine hypertonus. Disordered uterine action may be 
greater in cases of true double uterus, with increased 
resistance to descent of the fetus because of a small 
indistensible, funnel-shaped lower segment, a cervical 
or vaginal septum, or a nongravid semiuterus lying in 
the pouch of Douglas. Contraction rings may develop 
and, particularly in cases of uterus unicorpus with 
transverse presentation, early rupture of the mem- 
branes and prolapse of the cord or a limb may occur. 
The risk to the fetus before and during labor is greater 
in cases of abnormal uteri than in those of normal 
uteri and the stillbirth rate is correspondingly raised. 
There is also said to be an increased incidence of fetal 
deformity, but this did not occur in the series pre- 
sented. In the third stage of labor, retention of a non- 
separated or partially separated placenta is common 
but morbid adhesion is unusual. The risk of increased 
postpartum blood loss and of frank atonic postpartum 
hemorrhage is very real. Traumatic postpartum hem- 
orrhage due to laceration of the vagina or of a 
cervical or vaginal septum may occur, and an anterior 
vaginal laceration may involve the bladder wall. 

The puerperium is usually uneventful, but the blood 
loss may be in excess of normal and may continue for 
a longer period than is usual. Retention of the placental 
fragments is not uncommon. Free drainage of the 
lochia from the recently pregnant horn may be hin- 
dered by the pressure of the subinvoluted second horn 
in the pouch of Douglas. 

As to the management of cases of uterine deformity, 
emphasis is placed on special attention. Labor should 
be conducted in a hospital. Excellent general care, 
with emphasis on bed rest, as little over-exertion as 
possible, and careful physical examination are recom- 
mended. Cesarean section may be required in a fairly 
high proportion of cases, the indications being the same 
as in cases of normal uterus. At the time of cesarean 
section, in the absence of special indications such as 
degenerating fibroids or vascular complications, re- 
moval of a nonpregnant horn obstructing labor is not 
advocated. This may decrease the fertility and increase 
the risk of uterine rupture in a later pregnancy. 

The risk of intrapartum and postpartum hemorrhage 
after vaginal delivery must be decreased by the scrupu- 
lously correct management of the third stage of labor. 
Care should be taken to avoid tearing of the thin areas 
of the uterine wall during digital separation of the 
placenta. —Harry Fields, M.D. 


Rupture of the Pregnant Uterus. Frep F. Birkam, 
DWARD A. DouGcHERTY, and J. W. Picuetre. Obst. 
Gyn., 1957, 9: 561. 


SEVENTEEN RUPTURES of the pregnant uterus occurred 
at the Mount Carmel Mercy Hospital in Detroit, 


Michigan, between January 16, 1939 and December 
31, 1955, an incidence of 1 to 4,466. Five of these rup- 
tures occurred in cesarean scars, all cases of classical 
cesarean section. Seven ruptures were due to other 
causes, such as cervical laceration, placenta previa, 
abruptio placenta, and old cervical laceration. Five 
ruptures were due to obstetric trauma, 3 followed ver- 
sion and extraction, and 2 followed failure of midfor- 
ceps delivery. 

The maternal mortality was 17.6 per cent. The un- 
corrected fetal mortality was 64.3 per cent. Immediate 
manual routine exploration of the uterus is indicated 
after every traumatic vaginal delivery and in any post- 
partum case in which there is excessive vaginal bleed- 
ing, cyanosis, dyspnea, uterine atony, or signs of shock. 

Early diagnosis of rupture of the uterus with ade- 
quate blood transfusion and hysterectomy are life-sav- 
ing measures in this complication of pregnancy. 

—Harry Fields, M.D. 


Hyaline Membrane Disease; Preclinical Roentgen 
Diagnosis; a Planned Study. S. B. FEmnserc and 
M. E. Gotpsera. Radiology, 1957, 68: 185. 


THE EARLY DiAGNosISs of hyaline membrane disease 
may be fostered by the institution of a simple chest 
roentgenographic routine. This should include at 
least one examination within the first hour as well as 
a second hour follow-up film in all premature infants, 
those born of diabetic mothers, and those delivered 
by section. 

There is no question that the descriptions of earlier 
granularity and later eventual frank generalized 
atelectasis, especially in fatal cases, are reliable diag- 
nostic criteria for advanced hyaline membrane dis- 
ease. We feel that if one were alerted to the finely 
granular and increased bronchovascular pattern be- 
fore the development of physical signs, one might 
anticipate the diagnosis earlier than it has heretofore 
been suspected. 

It is hoped that the correlation of early roentgen 
findings with a new approach to therapy for overcom- 
ing and preventing further atelectasis may aid in re- 
ducing infant mortality due to this condition. 

—John R. Wolf, M.D. 


Treatment of the Toxicoses of ag 
Conducted on February 26, 1956 by the 3 
tion of Obstetrics and Gynecology of Barcelona 
(Estado actual del tratamiento de las toxicosis gravi- 
dicas; symposium celebrado en la asociacion de obs- 
tetricia y ginecologia de Barcelona el 26 de Febrero 
de 1956). UsanpizaGa. Acta gyn. obst. hisp. lus., 

» 5: 339. 


IN THIS symposium the author stated that his service 
is partial to the classic treatment of the toxemias of 
pregnancy with magnesium sulfate and hypertonic 
glucose. He believes that liquids should be given rather 
freely but proteins guardedly. He has had little ex- 
perience with the ganglioplegics, hypotensive drugs 
and hormones. Morphine, despite the outcries against 
its use in the toxicoses of pregnancy, is regarded by the 
author as a well proved form of therapy and is u 

occasionally in the presence of convulsions; it is given 
in pure form or combined with the antispasmodics or 
with scopolamine; it is even used intravenously. 
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Chloral is also employed, given orally in milk, or in 
the form of enemas. The barbiturates are never used. 
Pentothal is used intravenously in grave conditions, 
principally to combat spasmodic conditions, such as 
spasm of the larynx. Novocain is given intravenously 
in combating the anuria following eclampsia. Con- 
siderable emphasis is placed on the administration of 
oxygen. The author, although still using phlebotomy 
in plethoric patients with very high blood pressures 
and a tendency to pulmonary edema, believes that the 
newer methods of treatment largely supplant the 
necessity for such measures. 

In the discussion BocuNA Porta notes the lack of 
specific therapy for the gestoses and emphasizes the 
need of a precise classification of the various types, so 
that such empirical experience as is available may 
more effectively be subjected to statistical analysis. 

§. Dexeus Font reports 2 cases in which hiberna- 
tion was used successfully. 

L. Pous PuicmaciA calls attention to the need for 
repeated examination of the eye grounds of the gestosic 
patient. In the gestoses with severe vascular disturb- 
ances, with organic lesions, and with a tendency 
toward deterioration of the patient’s condition, it is 
necessary to interrupt the pregnancy if the fetus is 
viable, as it may be possible to save the life of the fetus 
and combat the disturbances of vision of the mother. 

J. Comas FuNALLET reports that after giving the 
lytic cocktail of Laborit (without the addition of ice- 
bags for chilling the patient) in 6 instances of out- 
spoken eclampsia there was neither maternal nor 
fetal mortality. V. Cénitt Serra believes that the 
use of hibernation will displace the use of phlebot- 
omy. 

In conclusion, the author points out the unrelia- 
bility of the statistical findings in the gestoses. In 15 
years he had not experienced a single maternal death, 
yet recently the lives of 3 women with this condition 
were lost. In one there was massive bleeding from the 
bladder, and only the autopsy revealed the typical 
findings of eclampsia in the liver; the second patient 
was seen by the author only in consultation; the third 
patient was cared for in another department of the 
hospital because of lack of beds on his service. The 
absence of mortality for 15 years may have been in 
part a matter of chance. — John W. Brennan, M.D. 


Fetal Postmaturity and Prolongation of Pregnancy; 
of the incidence and of 
Induction of Labor for Postmaturity in British 
Hospitals, F. J. Browne. Brit. M. 7., 1957, 1: 851. 


Tuts REPORT covers the details of 596 surgical induc- 
tions of labor for postmaturity obtained from 32 
annual reports of 20 hospitals between the years 1947 
and 1955. The only inductions included are those 
which were done after the fortieth week and those in 
which there were no obstetric indications other than 
prolonged pregnancy. 

_ This report showed wide differences among the hos- 
Pitals, with the incidence of induction for postmaturity 
ranging from 0 to 3 per cent. Three of the hospitals 
with low induction rates showed high perinatal mor- 
tality rates. However, these three hospitals all had 
high nonwhite populations so that there is no evi- 
dence to indicate that the high rate was the result of 
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the low induction rates. In the hospital with the 
highest induction rate for postmaturity, namely 3 per 
cent, the perinatal mortality rate was 6.3 per cent, 
the fifth highest rate in the series. In spite of the fact 
that Clifford has stated that postmaturity constitutes 
no obstetric problem to the multiparous woman, 68 
per cent of these inductions were done in the multi- 
para. There were 14 cases in which the interval be- 
tween rupture of the membranes and the onset of de- 
livery was greater than 48 hours. 

Of the 596 inductions, 6.2 per cent terminated in 
cesarean section, a very high figure in view of the fact 
that postmaturity was the sole indication for the in- 
duction. A number of these cesarean sections termi- 
nated in the birth of small infants. There were 10 
stillbirths (1.8 per cent) which occurred following the 
induction. Maternal complications consisted of 2 
cases of constriction ring, 1 of prolapsed cord, 3 of 
infection of the genital tract, and 1 maternal death 
attributed to amniotic fluid embolism. 

The opinion regarding the importance of post- 
maturity seems to be divided in the United States and 
in Great Britain. The average birth weight of the 
postmature baby is higher than that of the merely 
mature infant. The length of labor associated with 
postmaturity is likewise increased. The mortality as- 
sociated with postmaturity could easily be attributed 
to the increasing mechanical difficulties associated 
with labor rather than with any placental difficulty. 
The continued growth of the fetus after pregnancy is 
prolonged indicates the passage of nutrient materials 
across the placenta and is difficult to reconcile with 
the concept of placental insufficiency and failure of 
the passage of oxygen. Browne has noted that in 14 
of the hospital reports there were 72 unexplained in- 
trauterine deaths prior to the start of labor, all in 
infants under 40 weeks of uterogestation. Postmortem 
examination was carried out in 60 of these infants and 
no cause of death was found. 

Physiologically, there are certain compensatory 
mechanisms that tend to offset the decrease in the 
oxygen passing from the mother to the fetus with ma- 
turity. The fetal red blood cells and hemoglobin in- 
crease in proportion to the fall in oxygen supply. Even 
if pregnancy is prolonged beyond 40 weeks the hemo- 
globin continues to rise. The fetal hemoglobin differs 
from that of the mother, having a higher affinity for 
oxygen. Anoxia increases the acidity of the blood 
favoring dissociation of oxygen from hemoglobin and 
its transfer to the fetal organs. With continued ma- 
turation and growth the fetal arterial blood pressure 
rises. Finally the fetus has a greater tolerance to the 
lack of oxygen than the adult because of its ability to 
metabolize glucose anaerobically. The problem of the 
normal duration of pregnancy is not settled although 
the average length of gestation is considered to 
approximately 283 days. There appears to be con- 
siderable variation, and allowing a standard deviation 
of plus or minus 10 days, only 64 per cent of the births 
take place during this period. 

In an investigation of menstrual periods by Gunn, 
Jenkin, and Gunn they found that in 209 apparently 
healthy women whose menstrual histories were re- 
liable, the cycle varied by more than 13 days in 30 
per cent. In 1 case which they reported, the successive 
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periods were 42, 58, 54, 87, 48, 56, and 36 days apart. 
If conception occurred in the 87 day cycle the dura- 
tion of pregnancy based on the first day of the last 
period would have been 8.5 weeks postmature. Such 
irregularities in menstrual dates must be considered in 
determining the presence or absence of postmaturity. 
Higher fetal mortality in the postmature infant can be 
adequately explained by the larger size of the infant 
and the longer labor. Postmaturity should be managed 
as a problem in disproportion rather than a condition 
for induction of labor. — James F. Donnelly, M.D. 


Sarcoidosis and Pregnancy. Rosert L. Mayock, 
Rosert D. Sututvan, Roy R. GREENING, and RALPH 
Jones, Jr. 7. Am. M. Ass., 1957, 164: 158. 


TEN PATIENTS with biopsy-substantiated sarcoidosis 
were followed through 16 pregnancies at the Hospital 
of the University of Pennsylvania. Generally, an 
ameliorating effect was noted. 

On 4 occasions significant peripheral lymphadeno- 
pathy faded during gestation, only to return within 
months of delivery. In one instance the adenopathy 
did not return for 18 months postpartum. 

Of 8 pregnancies preceded by significant hilar or 
mediastinal lymphadenopathy, there was roentgen 
evidence of an improved condition in 6. Half of the 
adenomas enlarged again within 4 months of parturi- 
tion. Of another 8 pregnancies associated with pul- 
monary parenchymal lesions, 7 cleared up significant- 
ly during the pregnancy. 

Of 4 pregnancies preceded by a leucopenia of less 
than 4,000 cells per cubic millimeter, 2 revealed a 
return to normal levels only to have the leucopenia 
return within 3 months of delivery. 

The serum proteins of 4 patients were carefully 
studied. The albumin decreased during pregnancy 
and rose again after parturition in 3 patients. Abnor- 
mally elevated serum globulin and serum euglobulin 
decreased during the pregnancy in all 4 of the patients 
and rose immediately after parturition in 2. The im- 
plication of this study is heightened by the work of 
Coryell e¢ al. who noted in normal women that gesta- 
tion is usually associated with an increase of serum 
globulin, not a decrease. 

Subjective cough and dyspnea were present in 5 
subjects prior to pregnancy and decreased in all dur- 
ing gestation. One patient’s condition was improved 
so dramatically that thoughts of interrupting the preg- 
nancy were soon abandoned. 

Of the 16 pregnancies, one was associated with a 
worsening of the sarcoidosis as skin lesions appeared. 
Two patients remained unchanged. The remaining 
7 patients (and 13 pregnancies) presented objective 
and/or subjective amelioration. 

Thus, sarcoidosis responds to pregnancy as does 
rheumatoid arthritis, psoriasis, fibrositis, asthma, hay 
fever, and intermittent hydrarthrosis. Tuberculosis, 
on the other hand, is usually aggravated by preg- 
nancy, not ameliorated. This difference in response to 
pregnancy gives cause to pause in attempts to equate 
sarcoidosis and tuberculosis. 

In addition, the amelioration means that most pa- 
tients with sarcoidosis can successfully deliver and 
that therapeutic abortion should rarely be necessary. 

—Everett Shocket, M.D. 


Cardiac Surgery in Pregnancy. FerpInANp F. McAt- 
LISTER. Bull. loane Hosp. Sean, 1957, 3: 16. 
THE AUTHOR discusses some general considerations of 
cardiac surgery during the pregnant state. A heart 
operation at this time should be performed only when 
the patient and her husband are particularly anxious 
to carry the particular pregnancy to term. The opera- 
tion must be weighed against strict medical manage- 
ment and, in some cases, therapeutic abortion. 
Because of postoperative respiratory distress such 
operations should be done, if possible, in the first 
trimester before respiration is compromised by a rising 
diaphragm and increased intra-abdominal pressure. 
Later in pregnancy the blood volume increases, add- 
ing to the cardiac load, as does the metabolic rate. 
The two prime indications for cardiac surgery in 
pregnancy would seem to be patent ductus arteriosus 
(although there have been no cases reported) and un- 
complicated mitral stenosis. The author reports 3 
cases of the latter managed successfully. All of the 
operations were done during the earlier months of 
pregnancy. It is probable that there is a very limited 
usefulness for heart operations during pregnancy, but 
in carefully selected cases cardiac surgery may be the 
treatment of choice in a specific instance to decrease 
morbidity, social and economic loss, and even ma- 
ternal mortality. — Warren R. Lang, M.D. 


LABOR AND ITS COMPLICATIONS 


Observations on Circulatory Changes and Muscular 
Work in Normal Labor, Cart A. GemzeELt, Hyorr- 
pis Rosse, Benct STERN, and GUNNAR STROEM. Acta 
obst. gyn. scand., 1957, 36: 75. 


TWENTY-TWO NORMAL pregnant women were ex- 
amined during labor and after delivery. Repeated 
determinations were made of the oxygen uptake, 
pulse frequency, blood lactate and hemoglobin con- 
centrations, and the arterial blood pressure; electro- 
cardiograms also were performed. 

The oxygen uptake increased to a mean value of 
469 milliliters per minute (range 285 to 697) during 
the hour preceding delivery. The pulse frequency and 
blood lactate concentration also increased with ad- 
vancing labor but no significant correlation to the 
increase of oxygen uptake was found. The hemoglobin 
concentration also tended to increase. 

Electrocardiographic registration during delivery 
under chloroform anesthesia showed frequent transient 
me: arrhythmia (auricular and ventricular ectopic 

ats). 

The authors conclude that the extra load imposed 
by labor and delivery on the circulatory and respira- 
tory systems is usually of a moderate order of magni- 
tude and in many cases may be quite small. Only 
a small to moderate fraction of the maximal func- 
tional capacity is put into action in patients with a 
normal physical capacity. The prominence of subjec- 
tive feelings of tiredness and muscular pain in labor, 
in relation to the moderate increase of mean oxygen 
uptake, may be explained as partly due to intensive 
activity in small masses of musculature and partly to 
the intermittent character of the muscular work per- 
formed in the course of labor. 

—Charles Baron, M.D. 
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Premature Rupture of the Membranes; a Clinical 
Study. Jon I. Biskinp and Leonarp H. Biskinp. 
Am. eA bst., 1957, 73: 750. 

On THE BAsIs of 100 consecutive cases studied, the 

authors recommend hospitalization for premature 

rupture of the membranes. This conclusion is based 

on the observation that delivery will occur within 72 

hours in the majority of cases (79 per cent). 

The incidence of premature rupture of the mem- 
branes is about 4 per cent, of which one-half occur in 
the thirty-sixth or thirty-seventh week of pregnancy, 
and one-fourth, prior to the thirty-second week. No 
significant etiologic factors were apparent, and for 
only 3 per cent of the patients had there been a history 
of premature rupture in a previous pregnancy. 

Although all of the patients had been hospitalized, 
the two principal complications of premature rupture 
(prolapsed cord and amnionitis) each happened twice. 
Both cases of amnionitis were among the 39 patients 
receiving antibiotics. The antibiotic employed in these 
cases was not specified. The perinatal mortality was 
not discussed. 

If labor is not established within 72 hours and the 
amniotic fluid leakage has stopped, delivery will 
probably be delayed some time and continued hos- 
pitalization is not justified. 

—Lester T. Hibbard, M.D. 


Fetal Distress and Neonatal Asphyxia. Ursuta M. 
LisrerR and M. F. G. Bucnanan. 7. Obst. Gyn. Brit. 
Empire, 1957, 64: 233. 

Ir is THE PURPOSE of this investigation to determine the 

incidence and evaluate the significance of various 

classical signs of fetal distress, to correlate the occur- 


_ rence of these signs with the incidence of fetal asphyxia 


at birth, and to consider whether it is desirable to take 
into account minor deviations from the normal. The 
report is based upon observations made on 1,000 pa- 
tients delivered at the Maternity Hospital at Leeds. 
Fetal distress and significant changes in the fetal heart 
were noted in 29.9 per cent of all cases. The fact that 
the infant did not breathe normally within one minute 
of birth was accepted as a criterion of asphyxia, and 
with this definition asphyxia was noted in 24.4 per 
cent of the infants born alive. 

A rise in the fetal heart rate to 160 or a fall below 
100 beats per minute was seen to be of equal signifi- 
cance and a fluctuating rhythm with or without associ- 
ation of other signs of fetal distress indicated an in- 
crease in threat to the child. The authors think that 
even transient tachycardia, which was present in 17.6 
per cent of their cases, bore a direct relation to 
asphyxia at birth. 

Whatever the signs of fetal distress, the risk to the 
child with asphyxia at birth was found to be consider- 
ably increased, and of all the single factors the passage 
of meconium gave the worst prognosis for the child. 
This is at distinct variance with the opinion that if the 
fetal heart has a normal rate and rhythm the passage 
of meconium is inconsequential. It is the opinion of 

authors that even lesser deviations in the fetal 
rate from a sustained level must be considered as 

a serious threat to the welfare of the child because they 
produce a significant increase in the incidence of 
asphyxia at birth, and active intervention may be 
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necessary in a greater percentage of cases than is 
universally accepted. 

In this series age appeared to affect the issue only 
insofar as it could be associated with parity. Thus, 
primiparity was linked with the highest incidence of 
fetal distress and asphyxia, and neonatal asphyxia 
again became prominent after the seventh child. Fetal 
distress, and particularly the state of the child at birth, 
bore a close relationship to its weight, infants under 
4.5 pounds showing significant variations in these two 
factors. Again in the postmature cases there was an 
increase in the incidence of fetal distress and asphyxia. 

As might be expected, both long labor and pro- 
longed rupture of the membranes affected the child’s 
condition, not only in utero but at birth. Sometimes 
maternal exhaustion from such diverse conditions as 
severe pre-eclampsia or a heart lesion was reflected in 
alterations of the fetal heart rate and treatment directed 
to improve the maternal state resulted in improvement 
of the status of the fetus. 

Operative delivery became necessary for a variety of 
reasons, including fetal distress, and the results under- 
line the significance of the general anesthetic and its 
effect on the fetus. When it was possible to deliver 
with forceps under local infiltration of the perineum, 
the risk of asphyxia was not increased, yet inevitably a 
general anesthetic must be given for the more difficult 
deliveries and in two-thirds of these asphyxia can be 
expected to occur at birth. 

In their conclusions the authors state that 35 chil- 
dren in the whole series died in the neonatal period or 
were stillborn, and they thought that perhaps with 
meticulous observations of the lesser variations in the 
fetal heart rate and by earlier intervention some of 
these lives could have been saved. 

—Robert J. McNeil, M.D. 


The Use of Obstetrical Analgesia at the Maternity 
Hospital of Geneva. P. Husert De WartTEeVvILLeE. 
Am. 7. Obst., 1957, 73: 473. 


In A TOTAL of 1,400 to 1,700 deliveries per year in 
Geneva, pudendal block has been used in 2.5 to 4.4 
per cent of the cases, saddle block has been discon- 
tinued since 1953, continuous caudal has been em- 
ployed in 1 to 10 per cent of the cases (1953), and 
trilene and nitrous oxide in 6 to 56 per cent of the 
cases (1956) with a peak in 1953. Since 1955 the so- 
called psychoprophylactic preparation for painless 
childbirth, according to the method applied by La- 
maze in Paris, has been used in over 25 per cent of the 
patients, and the purpose of this article is to report 
on the encouraging results obtained with it. 

The aim of this method is to replace by positive, 
newly created, conditioned reflexes those negative re- 
flexes which are generally established in connection 
with the | piece of uterine contractions and dis- 
tention of the pelvic floor, the anticipated suffering 
in childbirth, faulty sex education, and hearsay pro- 
ducing intense anxiety. The first step in the program 
is a simple orientation of the mother on the phenom- 
ena which will occur during childbirth. It is stressed 
that normal contractions of the uterus may be pain- 
less as well as those of the bowel and bladder, espe- 
cially if the parturient participates actively during 
labor. The women are prepared by specific exercises 
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for voluntary muscular relaxation, fast and shallow 
breathing, and for bearing down without contraction 
of the pelvic floor. These studies are explained in 
seven lectures given during the last quarter of the 
pregnancy, in movies and discussion groups, and 
through supervision by nurses, psychologists, and 
obstetricians. 

The conduct of labor is extensively described. Oxy- 
gen is administered liberally about the end of the first 
stage for its analgesic effect and beneficial stimulating 
psychic influence. Exhaustion and thirst are carefully 
avoided, intravenous glucose is liberally employed, 
and the unstable conditioning of this method has to be 
fortified continuously by thoughtful attendants and 
by the avoidance of painful procedures and stimuli. 
There is no fundamental difference between the meth- 
od presented and that of Read; however, while the 
Read method helps the patient to be better equipped 
physically, and then become less conscious of pain, 
this method aims at a beneficial modification and 
positive intensification of the cerebral activity. 

The results of this method, used on 707 patients, 
were considered excellent in 25 per cent and good in 
50 per cent. In 11 per cent the response was only fair, 
and failure was complete in 14 per cent. In compari- 
son between multiparas and primiparas, it appeared 
that both groups were benefited, but that the maxi- 
mum benefit was most obvious during the first stage 
in primiparas and during delivery of the head in the 
multipara. The advantage of the method is most evi- 
dent in breech deliveries and extractions. 

Psychoprophylactic preparation had no influence 
on the duration of labor or the incidence of obstetrical 
operations. Episiotomies were used freely because of 
their advantage for future perineal support, even if 
patients had perfectly relaxed perineal muscles. There 
has been a remarkable decrease in the use of analgesia 
since the technique was introduced, and the number 
of patients not requiring any analgesia has increased 
from 2.5 per cent in 1954 to 35.5 per cent in 1956. 
This was true to a lesser degree even in the “unpre- 
pared” patients who benefited from a generally calm- 
er atmosphere and the special capabilities of the at- 
tendants. Twenty-five per cent of the conditioned 
patients accepted some form of medical analgesia. 
About 50 per cent of the patients so treated declared 
that they would be ready to use this method for 
another delivery. The psychological, moral, and other 
reasons for the failures are also discussed thoroughly. 

—W. D. Bergman, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Influence of Selective Induction of Labor on Mortality 
in Hemolytic Disease of the Newborn. O. D. FisHer. 
Brit. M..J.5 1957, 1: 615. 


THE RESULTS of 143 pregnancies at the Belfast Royal 
Maternity Hospital from January 1951 to December 
31, 1955, complicated by Rhesus factor incompati- 
bility, have been reviewed. All the mothers were Rh- 
negative and had Rhesus antibodies in their serum. 
Each live-born infant had a positive Coombs’ test 
except in two cases. Only those patients delivered at or 
after the thirty-sixth week are considered, with the 
period of gestation being calculated by Naegele’s 


method from the date of the first day of the last 
menstrual period. 

There is a notable lowering in the total mortality 
rate of the newborn with hemolytic disease in the 
group of mothers who had induced labor (16 per cent) 
as compared with the group who delivered spontane- 
ously (29 per cent). However, the severity of the dis- 
ease was probably greater in the induced group since 
twice as many exchange transfusions were performed 
and the average hemoglobin level was lower than in 
the group spontaneously delivered. The time of induc- 
tion was based on the previous maternal history and 
clinical evaluation of the patient. The beneficial re- 
sults of selective premature induction are illustrated 
by the individual case histories. 

The mortality rate at or after 36 weeks in 139 cases 
of Rhesus factor incompatibility known to be viable 
after 35 weeks is presented in the following table: 


Neo- Total Mor- 


No.of Sur- natal Stille mor- tality 
Labor cases vival deaths births tality % 
76 64 11 12 16 
Spontaneous........ 63 45 6 12 18 29 


The author believes that selective premature induc- 
tion of labor reduces the total mortality from hemo- 
lytic disease of the newborn. 

— Warren R. Lang, M.D. 


NEWBORN 


Serial Oxygen Saturation Studies of Newborn Infants 
Following Obstetrical Complications, Difficult De- 
liveries, and Cesarean Section. Ltoyp V. 
and E. Stewart Taytor. Am. 7. Obst., 1957, 73: 1011. 


SINCE THE MAJORITY of perinatal deaths are due to 
conditions which produce respiratory failure, studies 
of the respiration in infants are most important. One 
measurable aspect of respiratory activity is the rise in 
blood oxygen levels during the early minutes of life. 
The authors report, as part of a continuing investiga- 
tion of this subject, the blood oxygen levels of new- 
born infants following analgesia, obstetric complica- 
tions, difficult deliveries, and cesarean section. 

Sixty-six full-term infants were studied by means of 
a photoelectric oximeter devised to give continuous 
direct readings of arterial oxygen saturation in an in- 
tact ear lobe. Serial readings were taken every 2 min- 
utes during the first half hour of life. 

When vaginal delivery was conducted under pu- 
dendal block anesthesia, without antecedent compli- 
cations and without analgesia within the preceding 
hour, the average arterial oxygen level 2 minutes after 
birth was 75 per cent, rising to 90 per cent in 6 min- 
utes, and 95 per cent in 30 minutes. 

If, to the above situation, moderate analgesia given 
within 1 hour of the time of delivery is added (e.g., 
intramuscular demerol, 50 mgm. plus intravenous 
demerol, 50 mgm.), the average curve of oxygenation 
was significantly depressed during the first 20 minutes. 
Saturation levels at 2, 6, and 30 minutes were 49 per 
cent, 72 per cent, and 86 per cent, respectively. It was 
judged that this degree of oxygen depression was not 
clinically significant or dangerous to the infant. It is 
not stated whether sedation had resulted in lower 
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maternal blood oxygen levels sufficient to produce a 
secondary effect on the fetal circulation. 

Obstetric complications, such as severe pre- 
eclampsia, prolonged labor, and face presentation, 

uced a pronounced depression of the infants’ 
oxygen levels. Without obstetric complications, de- 
livery under saddle block anesthesia gave average 
oxygen levels of 65 per cent at 2 minutes, 85 per cent 
at 6 minutes, and 93 per cent at 30 minutes. With 
obstetric complications, delivery under saddle block 
anesthesia gave much lower levels: 38 per cent in 2 
minutes, 64 per cent in 6 minutes, and 91 per cent in 
30 minutes. When cyclopropane was employed for 
delivery following severe obstetric complications, such 
as prolapsed cord or abruptio placenta, the oxygen 
levels were similarly depressed despite vigorous infant 
resuscitation. 

The oxygen levels of infants born by cesarean sec- 
tion under spinal anesthesia showed a reduced level 
during the first 14 minutes of life. The initial level 
averaged 65 per cent and the 6 minute level 74 per 
cent. This lag in oxygenation did not appear to be 
clinically sign dcant. 

In addition, it was observed that oxygen was of 
benefit to the hypoxic child if breathing could be 
established. Nasopharyngeal suction caused a pre- 
cipitous but temporary drop in the fetal oxygen levels. 
Also, clamping the umbilical cord while it was still 
pulsating caused a sudden drop in the blood oxygen 
values. 

It is concluded that the reduction in the infants’ 
oxygenation produced by recent, moderate analgesia 
or by cesarean section under spinal anesthesia is not 
clinically significant. The complications of pregnancy, 
labor, or delivery cause a profound depression of the 
fetal respiratory activity, both at birth and during the 
first minutes of neonatal life. 

—Lester T. Hibbard, M.D. 


MISCELLANEOUS 


Nine Abdominal Pregnancies at Term with One Liv- 
ing Infant (Présentation de 9 grossesses abdominales a 
terme avec un enfant vivant). M. Cresté. Gyn. obst., 
Par., 1956, 55: 427. 


ABDOMINAL PREGNANCIES were observed in 3 primi- 
parous women, 1 of 20 years, 1 of 22 years and 1 of 29 
years; in 2 secundiparas after a sterile period of 4 and 
5 years, respectively; in 1 tertipara after asterile period 
of 4 years; in 2 quadriparas after a sterile period of 4 
and 13 years, respectively; and in 1 para-12 after a 
sterile period of 3 years. 

One of these was an ovarian extrauterine preg- 
nancy; the others were cases of secondary tubal rup- 
ture, in 5 of the left tube and in 3 of the right. In the 
ovarian pregnancy the patient had presented few 
symptoms and was in excellent general condition at 
term. The other patients had developed episodes of 
abdominal pain with a tendency toward collapse and 
their general condition had progressively deteriorated. 
In each instance these episodes of pain developed in 
the third or fourth month of the pregnancy. 

The only maternal death following rupture of the 
tube occurred in a cardiopathic patient with massive 
edema of the lower extremities. The condition was 
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not recognized at operation and both mother and 
child were lost. The body of the uterus was taken to 
be a large fibroid beneath a large pregnant uterus but 
there was no indication of abnormality in the cadaver 
of the child. The death of the mother was ascribed to 
the difficult and shock-producing removal of the ab- 
normally situated fetus. In subsequent operations im- 
mediate marsupialization was done without an 
attempt to remove the fibrous capsule surrounding the 
fetus or the placenta, which was in most instances 
thin, spread out, and not well defined. In some in- 
stances the sac itself was vestigial; in one instance the 
skin of the fetus was directly adherent to the perito- 
neum. In the last 3 cases the sac was simply closed 
and left in place; this seemed to be the most rational 
and effective method. 

The authors assert that early diagnosis of abdom- 
inal pregnancy can always be made if it is given 
consideration. Surgical interference should be insti- 
tuted immediately with the beginning of pseudolabor. 
The intervention is not as serious as is usually assumed 
if the operative manipulation is gentle and kept to a 
minimum. The fetuses do not present the malforma- 
tions so frequently described as characteristic of the 
extra-uterine child. None of the author’s cases 
showed any abnormality and one of the children de- 
livered operatively in this series is alive and well. 

—jJohn W. Brennan, M.D. 


Obstetrical Hemorrhagic Syndromes with Failure of 
Coagulation of Blood from Defibrination (Les syn- 
dromes hémorragiques obstétricaux avec défaut de 
coagulation du sang par défibrination). M. Leroux. 
Gyn. obst., Par., 1956, 55: 357. 


Nine caszs of obstetrical hemorrhage with failure of 
coagulation were observed from 1952 to 1956 at two 
obstetrical clinics and in private practice in Nantes, 
France. There were 4 maternal and 2 fetal deaths. In 
8 cases injections of fibrinogen were not available. 
Four patients were saved by massive transfusions of 
whole blood and of plasma. Two patients received 
injections of fibrinogen and hemostasis took place a 
few minutes after the intravenous injection. Recovery 
followed the transfusion of whole blood to restore 
blood volume. 

These 9 cases included 1 of cesarean section without 
trial of labor, 1 of cesarean section after trial labor, 4 
of difficult labor, 1 of premature separation of the 
placenta, and 2 of retention of a dead fetus. 

In cases reported in the literature the relationship 
between premature separation of the placenta and 
failure of coagulation of the blood is most frequently 
mentioned. Next in frequency is the relation between 
prolonged retention of the dead fetus and failure of 
coagulation, and between amniotic emboli and such 
failure. With premature separation of the placenta 
the cause is considered to be the rapid increase in the 
intraovular pressure with expression or leakage of 
thromboplastin from the uterus, placenta and amni- 
otic fluid into the maternal blood stream. Thrombo- 
plastin precipitates fibrinogen from the blood and 
produces afibrinogenemia. 

Another theory is that of fibrinogenolysis or pro- 
teolysis, the lysis of the fibrinogen being induced 
enzymatically by fibrinolysis. Lytic action results 
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rom activation of profibrinolysin of the blood by the 
fibrino-lysokinase of the placenta. 

Prophylactic treatment consists only in premature 
emptying of the uterus in the presence of a dead fetus. 
Curative therapy is both obstetrical and hematologic. 
Obstetrical therapy consists in the rapid removal of 
the amniotic and fetal prodtcts from the uterus, 
either by rupture of the membranes or by cesarean 
section, in order to reduce the intraovular pressure 
and eliminate as much as possible of the lytic or lysis- 
activating material. Obstetrical sources of bleeding, 
such as failure of contraction and cervical tears, 
should be ruled out or corrected. 

Hematologic methods consist in replacement of 
blood volume by transfusions of blood and plasma 
and, most important, by replacing the lost fibrinogen 
by injection of artificial preparations of this substance. 
The author urges that greater production of this prod- 
uct should be obtained so that it is available to all 
maternity clinics. John W. Brennan, M.D. 


Studies on the Seminal Fluid of Fathers of Congeni- 
tally Malformed Children; 199 Sperm Analyses. 
M. E. Takata. Acta obst. gyn. scand., 1957, 36: 29. 


Tuts stuDy was concerned with the composition of 
seminal fluid of 189 fathers, each of whom had had at 
least one congenitally deformed child. The material 
was Classified as follows according to the malforma- 
tion of the child: (1) developmental defects of the 
central nervous system, 80 fathers (84 ejaculates); 
(2) defects of blood vessels and the circulatory system, 
11 fathers (11 ejaculates); (3) malformations of the 
alimentary tract, 39 fathers (41 ejaculates); (4) mal- 
formations of the urinary tract and genital organs, 5 


fathers (5 ejaculates); (5) deformity of the limbs, 38 
fathers (40 ejaculates); and (6) miscellaneous malfor- 
mations, 13 fathers (15 ejaculates). 


In general, only one specimen was taken from each 
father, but 10 men who all had departures from the 
normal in the first sample, supplied 2 ejaculates each. 
The total was, therefore, 199 samples of seminal fluid, 
The quality of the seminal fluid had the following 
distribution: normospermia 116 or 61.7 per cent, 
oligospermia 47 or 24.8 per cent, teratospermia 8 or 
4.2 per cent, asthenospermia 6 or 3.1 per cent, oligo- 
teratospermia 1 or 0.5 per cent, and oligoasthenosper- 
mia 11 or 5.8 per cent. A total of 73 fathers or 38.5 
per cent, therefore, had some anomaly of the sperm. 
Six of the fathers from whom two specimens were 
taken, had sperm that differed morphologically from 
the normal in both ejaculations. 

Anomalies of head, body, and tail of the spermato- 
zoa in the whole material had an incidence of 12.9, 
5.7, and 5.6 per cent, respectively; the total of anom- 
alies was 24.2 per cent. 

Ordinary routine examination of the seminal fluids 
failed to reveal departures from the normal in the 
total sperm count and the incidence of abnormal forms 
of the head, body, and tail in the sperm of the fathers 
of deformed children. 

The incidence of dark-stained heads was markedly 
higher as compared to corresponding values of the 
normospermia group in Leikkola’s sterility material 
(1955). The incidence of large-headed sperms was 
likewise increased. Round-headed forms also showed 
a higher incidence so far as the fathers of children 
with anomalous defects of the central nervous system 
were concerned. 

It would appear that there is reason to devote more 
attention to the examination of the seminal fluids of 
fathers of deformed children, particularly to the senile 
and degenerative forms of spermatozoa, with a view to 
throwing light on their possible tetralogic role. 

—Charles Baron, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Lesions of the Kidney in Acute Renal Failure Follow- 
in Brun and O. Munck. Lancet, Lond., 
1957, 1: 603. 


Tuls STUDY was undertaken in an attempt to deter- 
mine the relative frequency and significance of the 
different structural lesions seen in the kidney of the 
patient with acute renal failure. An attempt was 
made to determine the stage in the course of the renal 
failure at which it was possible to recognize the 
various histologic abnormalities. Thirty-three pa- 
tients with acute renal failure following shock were in- 
vestigated. Severe renal insufficiency was present in 
all. Renal biopsies were done in 17 patients between 
the second and sixty-sixth days after the onset of 
anuria. In the remaining 16 cases, histologic prepara- 
tions were made from necropsy material which had 
been fixed by injecting about 400 milliliters of a 4 per 
cent formaldehyde solution near one kidney shortly 
after death. 

The predominant histologic changes seen were the 
following: (1) dilatation and flattening of the epithe- 
lium of the distal convoluted tubules, which were 
present in a severe to moderate degree in 15 cases and 
absent in only 6; (2) casts, which were found in all ex- 
cept one of the kidneys; (3) dilatation and flattening of 
the epithelium in the proximal convoluted tubules, 
which were present in about half the cases, but un- 
questionable in only 4; (4) hydropic changes of the 
epithelial cells of the proximal tubules, which were 
found in about two-thirds of the cases; (5) infiltration 
and edema of interstitial tissue, which were found in 
12 cases; (6) tubular necrosis, which was seen in 5 of 
the 33 patients; and (7) mitoses, which were seen in 
the epithelium of the proximal tubules in 2 cases and 
in that of the distal tubules in 5 cases. 

The histologic changes occurred with very nearly 
the same frequency in both the early days of the dis- 
ease and the later stages. These findings taken as a 
whole primarily tend to emphasize the sharp contrast 
between the moderate structural changes in the kid- 
neys of the patient with acute renal failure and the 
complete functional breakdown. 

—john T. Grayhack, M.D. 


Renal Papil Necrosis; a Clinicopathologic Study 
of 42 Cases. Howarp B. Stmmon, WARREN A. BENNETT, 
and Joun L. Emmett. 7. Urol., Balt., 1957, 77: 557. 


AcuTE NEcRosIs of the renal pyramids is a relatively 
uncommon clinicopathologic entity. It was first de- 
scribed in 1877, but not until Giinther (in 1937) em- 
phasized the association of diabetes mellitus with 
papillary necrosis did additional exhaustive reports 
appear. Up to January 1, 1955, 211 cases had been 
reported. In the vast majority the associated condi- 
tion was either diabetes mellitus (129 cases) or ob- 
struction of the urinary tract (76 cases). The latter 
occurred principally among nondiabetic patients (59 
of 82 cases). 
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Many different factors have been said to be of 
pathogenetic importance in renal papillary necrosis. 
The normally poor blood supply of the pyramids as 
compared with that of the rest of the kidney has been 
referred to often. Similarly, compression of the pyra- 
midal blood vessels by inflammatory exudate in the 
presence of acute pyelonephritis or by para-amyloid 
deposition, and increased intrapelvic pressure caused 
by urinary obstruction or retrograde pyelography 
frequently have been implicated. Currently the most 
common theory holds that the condition has a basis 
in compression of the pyramidal blood vessels by in- 
flammatory exudate, particularly in diabetic persons, 
and by increased intrapelvic pressure caused by 
obstruction of the urinary tract. Both these actions 
serve to deplete further the pyramidal blood supply, 
which normally is not abundant. 

The study of 42 cases presented by the authors brings 
the total reported cases to 253. In the majority (61 per 
cent) of those reported previously, diabetes mellitus 
was associated, whereas diabetes mellitus was associ- 
ated in only 19 per cent of this series. 

It is apparent that no single factor can be cited as 
all-important in the pathogenesis of renal papillary 
necrosis. The anatomically inferior blood supply of the 
pyramids serves to localize the necrotic process to its 
characteristic site in all cases. Vascular changes were, 
or acute pyelonephritis was, evident in all instances, 
and both were present in more than three-fourths of 
the cases. Obstructive urologic disease and diabetes 
mellitus, both serving to potentiate renal infection as 
well as further to compromise the pyramidal blood 
supply by virtue of their own inherent pathologic 
derangements, were encountered frequently as com- 
plicating factors. 

Treatment of renal papillary necrosis, in view of 
the almost invariable fatal termination, is largely sup- 
portive. The control of infection and diabetes and the 
relief of obstruction of the urinary tract are impera- 
tive. 

The frequent occurrence of renal papillary necrosis 
in nondiabetic persons, contrary to the incidence re- 
ported in the literature, is particularly emphasized. 


Renal Liposarcomas (Liposarcomas renales). ARTURO 
Ortiz, JuAN Jorce Guipo, Atitio CorrierRI, and 
Daviw Hoyman. Rev. argent. urol., 1956, 25: 132. 


THE FIRST PATIENT was a 50 year old diabetic, a 
married woman whose mother had died of renal can- 
cer when 48 years of age and whose father had died of 
a pulmonary neoplasm when 59 years of age. One 
brother had died of renal disease and the other was a 
hypertensive. The patient herself had been suffering 
from hypertension for the past 3 years. 

The patient’s present illness had begun a month 
previously with a sudden attack of intense colicky 
pain radiating from the dorsolumbar region to the 
hypochondrium and left flank. During this attack the 
urine became reddish and fever was present. A para- 
lytic ileus subsided under medical treatment. 
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Fic. 1 (Puigvert). The different steps in the termino- 
terminal ureteropelvic suture with eversion of the edges 
and protection of the suture line with the periureteral 
tissues. 


At operation a melon-sized left kidney was re- 
moved. The posterosuperior portion of the organ was 
occupied by a large cavity, 7 cm. in diameter, which 
contained fibrin and blood clots. The kidney sub- 
stance toward the hilus contained a yellowish, oily 
nodule which was well delimited but without a cap- 
sule. It measured 23 mm. in diameter. 

Histologic examination of the nodule disclosed adi- 
pose cells of adult character. Lipoblasts, fibroblasts 
and histioid cells were noted. The lipoblasts showed 
loss of the nucleoplasma relationship, a basophilic 
cytoplasm, and prominent nucleoli. 

Despite careful preparation for the operation the 
patient developed shock and uremia, and died on the 
fifth postoperative day. 

The second patient was a 42 year old married 
woman with a previous history of myomectomy and 
appendectomy. At operation the right kidney was 
removed. Convalescence was without complications 
and now, 3 years later, the patient is enjoying perfect 
health. 

The lower pole of the removed right kidney was 
occupied by an orange-sized spherical tumor, 7 cm. 
in diameter. The cut surface was yellowish in color 
and greasy in appearance. It was separated from the 
renal parenchyma by an irregular line of demarca- 
tion; encapsulation was lacking. 

The kidney parenchyma exhibited an albuminoid 
material in the capsules of Bowman and in some of the 
convoluted tubules; otherwise it appeared normal. 
The tumor tissue varied in histologic appearance from 
the central region toward the periphery. In the pe- 
ripheral region there were encountered whitish, dense 
areas, exhibiting large cells with basophilic cytoplasm 
and with atypical nuclei. Toward the center of the 
mass the cellular picture changed to that of lipoblasts 
and to fat cells of normal adult character. No definite 
stromal support of fibrous tissue character could be 
demonstrated between the tumor elements. 

These two lipomatous tumors comprise the fifth and 
sixth reports in the world literature of tumors which 


showed a tendency toward malignant degeneration 
and which were located entirely within the renal 
parenchyma. —John W. Brennan, M.D. 


Ureteropyeloplasty (La ureteropieloplastia). A. Putc- 
VERT. Arch. aes. urol., 1956, 1B: 135. 


THE AUTHOR PRESENTED the results of his present 
technique of ureteropyeloplasty to the sixth American 
Congress and the third Argentinian Congress of 
Urology at Mar del Plata in 1956. He had employed 
it in 14 cases of ureteropelvic stenosis. Each case is 
illustrated with photographs and roentgenograms. 

The operation in each instance consisted of extir- 
pation of the stenotic portion of the ureteropelvic 
junction and end-to-end anastomosis of the pelvic and 
ureteral stumps. Care was exercised to evert the 
mucosal margins of both stumps, much as in the tech- 
nique of vascular surgery. The suture line was allowed 
to heal without transrenal drainage or the use of an 
in-lying ureteral catheter. The suture line was pro- 
tected by covering it with the periureteral tissues. The 
steps of the technique are illustrated in Fig. 1. 

The results in this group of 14 cases were all satis- 
factory. The final roentgenograms were made at 
periods varying from 25 days to 5 years after the op- 
eration. 

These cases are a part of 55, operated upon by 
various techniques, but in none of which postopera- 
tive drainage was employed. In only 2 instances was 
it necessary to reoperate because of the formation of 
an obstruction at the anastomotic ostium; in both a 
permanent ureteral sound was left in place. In no 
instance was there a permanent lumbar urinary 
fistula; in 7 cases there was temporary drainage of 
urine through the lumbar operative incision but this 
ceased spontaneously after a few days. In all the cases 
the hydronephritic enlargement diminished to normal, 
or approximately normal, and the symptoms disap- 
peared. —John W. Brennan, M.D. 


The Results of Y-Plasty After 5 to 24 Years; A Review 
of 73 Operations. C. D. Creevy and K. S. HELen- 
BOLT. 7. Urol., Balt., 1957, 77: 388. 


THE FEATURE which differentiates intermittent hy- 
dronephrosis from obstruction at the ureteropelvic 
junction is a dilated pelvis with a normal ureter. If 
the pain is unmistakably renal, it is concluded that 
surgical treatment is needed. To ascertain this, dis- 
tention of the renal pelvis through the ureteral catheter 
may reproduce the pain of hydronephrosis. A delayed 
retrograde pyelogram is also valuable. Delay in evacu- 
ation of the pelvis, particularly if the calyces are 
clubbed, strongly suggests genuine obstruction. Pyelo- 
grams made during an attack of pain may show 
frank hydronephrosis. 

Having ascertained that a noncalculous obstruction 
is causing symptoms severe enough to require surgical 
treatment, one must decide whether the kidney 
should be repaired or removed. Several factors must 
be considered, the first factor being the functional and 
anatomical state of the affected kidney. If one-half of 
the parenchyma remains and if its color is normal, the 
kidney is usually worth saving. If, however, the kidney 
is discolored, it may be useful to have a frozen section 
examined to avoid leaving an organ seriously dam- 
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by infection or fibrosis. The next factor is the 
state of the opposite kidney; the presence of any dis- 
ease, however mild, intensifies the need to preserve its 
mate. A third factor is the age of the patient. One 
would be more likely to remove a kidney in a patient 
whose opposite organ has remained normal for 60 

. On the other hand, the kidney of a young 
person or a child will be exposed to the possibility of 
disease for so long that conservation of renal tissue is 
important. 

The type of operation in the majority of instances of 
noncalculous obstruction has been the Foley Y-plasty. 
It has two outstanding advantages; (1) continuity of 
the pelvis with the ureter is maintained so that com- 
plete postoperative disruption cannot occur, and (2) 
the ureteropelvic junction is made dependent. If the 
stricture is too long to be corrected by the conven- 
tional Foley Y-plasty, the modification devised by 
Culp is useful. When the stricture is long and the 
pelvis is small, Davis’ intubated ureterotomy is in- 
valuable. After having selected the technique of oper- 
ation, the next question is to divert the urine to pro- 
tect the suture lines during healing. The authors pre- 
fer pyelostomy with the use of the Malecot catheter. 
There is no general agreement about the necessity or 
desirability of “splinting” the anastomosis. Some 
workers state that it is objectionable, and others do 
it routinely. The authors employ a splinting T-tube 
when they operate for bilateral disease or on solitary 
kidneys. 

The authors analyzed 70 cases in which the patients 
had 73 Y-plasties; these cases had been followed up 
from 5 to 24 years after the operation. The results were 
acceptable in 83.7 per cent, fair in 1.3 per cent, and 
failures in 15 per cent. An analysis of the failures 
showed that the most common single cause of failure 
was postoperative lithiasis due to uncontrollable in- 
fection by the bacillus Proteus. Other causes of failure 
included errors in surgical technique, mistakes in 
diagnosis, and the formation of postoperative lithiasis, 
all of which might be preventable at the present time 
if all the methods of stone ——— and bacterial 
control are utilized. Most of the failures due to post- 
operative stones occurred before effective antibiotics 
were available. —Robert O. Beadles, M.D. 


Surgical Trauma of the Ureter. Douctias B. Durry. 
Brit. J. Urol., 1957, 29: 26. 


THE AUTHOR reviewed 24 cases of ureteral injury and 
pointed out that surgical trauma to the ureter may be 
unilateral or bilateral and most commonly follows 
radical operations for carcinoma of the cervix. The 
hext most frequent cause of injury mentioned by the 
author is total abdominal hysterectomy; other causes 
include operations for adnexal disease, vaginal hys- 
terectomy, operations for genital prolapse, and ab- 
dominoperineal excision of the rectum. Injury may 
result from division, ligation, crushing, resection, ex- 
tensive stripping with subsequent necrosis, or acute 
angulation by proximal sutures in the ureter. The 
diagnosis usually does not present a problem and can 
be made on the basis of symptoms and the results of 
urologic investigation. 

_ Prophylactic measures directed against ureteral in- 
Jury consist of preoperative excretory urography prior 
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to pelvic operation to detect abnormalities of the kid- 
neys or ureters and preoperative insertion of ureteral 
catheters if any difficulty is contemplated. 

If the injury is recognized at the time of operation 
and the ureter is found to be ligated or crushed, any 
sutures should be removed and the crushed ureter 
splinted over a polythene tube. The tube should ex- 
tend from the renal pelvis through the bladder and 
urethra and should be maintained for 3 weeks. If the 
ureter is completely divided or crushed beyond hope 
of recovery, reimplantation into the bladder, if possi- 
ble, is the most satisfactory procedure. If the injury is 
too high for reimplantation, either end-to-end or end- 
in-end anastomosis is recommended. Ligation of the 
ureter, cutaneous ureterostomy, and _ ureterosig- 
moidostomy are to be avoided if possible. 

If the injury is recognized postoperatively and the 
patient is anuric, cystoscopy and the attempted pas- 
sage of ureteral catheters should be delayed 48 hours, 
during which time spontaneous secretion of urine is 
awaited. If bilateral ureteral obstruction is demon- 
strated, bilateral nephrostomies rather than attempts 
at deligation should be performed. After the patient is 
relieved of anuria, the subsequent treatment of the 
injured ureter is similar to that in unilateral damage 
in which a ureterovaginal fistula has developed. 

Occasionally in cases of minor trauma to the 
ureter associated with ureterovaginal fistula, the 
fistula may close spontaneously or after the insertion 
of a ureteral catheter which is left indwelling beyond 
the site of the fistula. More commonly, however, 
surgical treatment is necessary and direct reimplanta- 
tion of the ureter into the bladder is the operation of 
choice. If the site of injury is too high to permit reim- 
planation and if the lower segment of ureter appears 
to be in good condition, end-to-end or, better, end-in- 
end anastomosis may be done. If the lower segment of 
ureter cannot be found or is in poor condition, the 
ureter may be implanted into the bladder by means of 
a flap of bladder. If one of these procedures is not 
feasible, ureterosigmoidostomy or nephrectomy may 
be necessary. Transureteroureteral anastomosis is not 
justified. —Laurence F. Greene, M.D. 


Ureteral Compression Due to Sclerosis of the Peri- 
ureteral Cellular Adipose Tissue—Primary Peri- 
ureteritis (Les compressions ureterales par sclerose du 
tissu cellulo-adipeux peri-ureteral “peri-ureterites 

rimitives” )..J. Crsert, L. DuRAND, and Cr, Riviere. 
. urol. méd., Par., 1956, 62: 705. 


Ormonp in 1948 described a syndrome that consisted 
of compression of both ureters due to an inflammatory 
sclerosis which involved the cellular adipose sheath 
surrounding the ureters. The involvement of the 
periureteral tissues appeared without previous history 
that would reveal the apparent cause for the pathologic 
condition which led to compression of the ureters and 
subsequent hydronephrosis. Since this article was 
published several cases of this condition have been 
reported. 

The authors have perused the literature and re- 
viewed 21 cases, 12 of which were bilateral and 9 
unilateral. They had occasion to treat 2 patients 
with conditions similar to those already reported and 
3 patients whose syndromes were pathologically 
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TABLE I.—TREATMENT AND RESULTS 
——__________BILATERAL URETERAL INVOLVEMENT. 
Case No. Treatment Results 


1 Nephrostomy, right and _ Death 3 years later; autopsy 
later left showed a mass of retro- 
peritoneal fibrous tissue 
compressing both ureters 
with right and left 
pyonephrosis 
Ureterolysis and Cure; 1 year observation 
radiotherapy 
Nephrostomy, bilateral, 
later right nephrectomy 
and left ureterolysis 
Nephrectomy, right, 
ureterolysis, and left 
nephrostomy 
Exploratory laparotomy 
and antibiotics 


Cure 
Cure; 10 years 


Cure; 2 years later a retro- 
peritoneal mass still com- 
pressed the ureters; con- 
tinued antibiotics and 
ureteral dilations 

Cure; confirmed several 
months later 

Cure 1 year; progressive 
improvement associated 
with radiotherapy 

Cure incomplete; evidence 
of disease after a year, 2 
episodes of fever, and 
slight change in left 
kidney 

Cure incomplete; persis- 
tence of pelvic retention 
after 1 year 


Liberation of the kidney 


Nephrostomy, left, 
bilateral ureterolysis, 
and radiotherapy 

Ureterolysis and 
nephrostomy, right and 
later left 


Ureterolysis, left and later 
right, ureterectomy and 
left ureterorrhaphy 
subsequently 

Ureterolysis, bilateral Cure incomplete; persis- 
tence of lumbosacral pain 
and general poor health 

Cure; persistence of 
albuminuria 


Nephrostomy and 
ureterolysis, left, later 
right ureterolysis 

Left nephrectomy and 
right ureterolysis 


Cure incomplete after left 
nephrectomy; persistence 
of right pelvic retention 


UNILATERAL URETERAL INVOLVEMENT. 
Ureteral drainage, Cure; 1.5 years of 
T-tube, and observation 
radiotherapy 
Nephrectomy 
Nephrectomy 
Ureterolysis and ureteral 
drainage 
Ureterolysis and ureteral 
drainage 
Nephrectomy 
Nephrectomy 
Ureterectomy and 
ureterorrhaphy 


Death 3 days after surgery; 
embolism thought to have 
been secondary to preop- 
erative cardiac condition 

Treatment by cortancyl Cure 

similar to the bilateral cases, but with involvement of 

only one ureter. 

The authors believe it is important to review the 
literature and report their observations of 2 bilateral 
and 3 unilateral cases of primary periureteritis. Urolo- 
gists should not regard this condition as a curiosity 
and only of exceptional interest, but should report 


these cases so that continued study will add to the 
knowledge of this disease. If this condition is known, 
early treatment can be instituted and the upper 
urinary tract can be benefited by the relief of ureteral 
obstruction as well as by the avoidance of ultimate 
nephrectomy. 

The pathogenesis of this disease entity is associated 
with an increased fibrosis of the celluloadipose tissue 
surrounding the ureters. The tissue appears to be 
involved in a chronic infective process, or at least is 
under the influence of such a process. 

This change in the cellular tissue can be either 
unilateral or bilateral, involving one or both ureters, 
Contrary to Vest and Barelare, the authors believe 
that the unilateral lesion is caused by the same patho- 
logic process as the bilateral one. Bilateral retro- 
peritoneal sclerosis frequently involves an area of 1 
to 2 centimeters but the tissue surrounding the entire 
ureter, even the perinephritic tissue, can also be the 
site of this pathologic process. It has been noted also 
that extensive fibrosis does not usually take place, 
but rather there is a change in the consistency of the 
involved tissues. This development is frequently more 
marked on the right than on the left, for there seems 
to be an intensification of the process on one side at 
first, with either an early or late subsequent involve- 
ment on the opposite side. 

Whether the lesion is unilateral or bilateral, it is 
most often localized to a segment of the lumbar and 
frequently the iliac ureter. 

Although periureteritis does not often involve the 
luminal integrity of the ureter, in 1 of the authors 
cases the ureter was so involved that they were not 
able to find or probe the lumen after nephrectomy. 

It must be emphasized that an anatomic study 
does not reveal any primary lesion that would lead 
one to suspect the onset of this condition either in 
the kidney or in the ureter. That is really the only 
essential characteristic of this disease. There is no 
neoplasm or inflammatory disease in the abdominal 
cavity. Thus, the retroperitoneal reaction does not 
appear as a result of the proximity of a tumor, an in- 
flammatory mass either in the digestive or genito- 
urinary tract, i.e., diverticulitis, ileitis, appendicitis, 
or adnexal disease. Histopathologic examination shows 
only an inflammatory reaction of the retroperitoneal 
celluloadipose tissue of the involved area. The cells 
show the typical reaction to either acute or chronic 
inflammation without any specific cellular pathology. 

In the clinical study of the 21 cases reviewed, it is 
interesting to note that 3 of the patients had no history 
of infection, and that in 4 of the cases no history 
could be obtained that suggested the primary cause 
for this condition. The remaining patients had had 
previous illnesses, but the interval between the cure 
of the original illness and the onset of the periureteritis 
was so long that it would be difficult to believe that 
the periureteritis developed secondary to the diseases 
previously suffered. Because of this, the history does 
not seem to be of any diagnostic value. 

The unilateral and the bilateral involvement of the 
ureter presents the same clinical symptoms, except, 
of course, for the type of lesion. There may be re 
colic or lumbar pain due to kidney involvement. 
The patient may or may not have fever, with sterile 
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urine or pyuria as a part of the clinical picture. The 
differential diagnosis must include the usual type of 
hydronephrosis associated with an intrinsic or extrinsic 
narrowing of the ureter causing mechanical obstruc- 
tion of the renal pelvis or ureter. The presence of a 
nontransparent ureteral calculus, tumor, stricture of 
the ureter, or even intrinsic inflammation of the 
ureter must be considered in the differential diagnosis 
of primary periureteritis. This diagnosis must be 
considered in the etiology of any pathologic processes 
involving the ureter and causing obstructive uropathy 
involving the kidney and ureter. 

If the presence of this condition is recognized early, 
proper treatment may eliminate the need for an 
ultimate nephrectomy. In a review of the symptoms 
in the published cases, it would seem that the patients 
should have had an earlier urologic investigation 
since the symptoms were present, weeks, months, 
and even years without a definite diagnosis being 
established. 

The most frequent symptoms are lumbar pain and 
digestive disorders. There is poor health and anemia 
associated with the digestive and urologic symptoms. 
Other symptoms that drew attention to the genito- 
urinary system were anuria (5 cases) and an increase 
in the size of the kidney associated with an atypical 
medical syndrome (2 cases) in which 1 patient was 
considered to have a cardiac condition associated 
with edema while another patient was thought to 
have a chronic nephritis associated with hypertension. 

After the need for urologic examination has been 
determined, the usual diagnostic procedures demon- 
strate an extrinsic compression of the ureter. However, 
no urologic diagnostic procedure will determine the 
exact nature of the ureteral obstruction. 

With the possible diagnosis of primary periureteritis 
in mind, the proper treatment can more readily be 
applied. It is possible, also, to apply a more con- 
srvative treatment than nephrectomy if this disease 
entity can be kept in mind. The authors successfully 
used cortisone in 1 patient; however, this medication 
failed to improve the condition in a second patient. 
Surgical exploration with ureterolysis may produce a 
cure, but the exact nature of the lesions cannot be 
determined prior to surgery except in rare cases (2 
cases). Antibiotics were effective only in 1 of the 
authors’ cases. The treatment and the results of treat- 
ment in 21 cases of primary periureteritis are briefly 
summarized in Table I. 

—Conrad A. Kuehn, M.D. 


BLADDER, URETHRA, AND PENIS 


Investigations Concerning the Effect of Trypsi 
Solution in the Treatment of Diseases of the Urin- 
ary Bladder (Experimentelle Untersuchungen zur 
Trypsinbehandlung bei Blasenerkrankungen). F. 
age and K, Zschr. Urol., 1957, 


Tue AuTHORs present their clinical and experimental 
observations with intravesical application of a solution 
containing tryptic fermentand antibiotics. A pathologic 
condition of the uninary bladder in which there was a 

amount of fibrinous exudate showed a favorable 
Tesponse to intravesical administration of this prepar- 
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ation. The inflammatory process rapidly receded and 
the fibrinous exudate which frequently defied proper 
diagnostic evaluation by cystoscopic examination 
disappeared. 

Experiments revealed that if the solution can be re- 
tained in the uninary bladder for 30 minutes favorable 
results can be anticipated. Its greatest proteolytic 
action occurs during the first 3 hours and will con- 
tinue despite repeated micturition. Observations in- 
dicated that the tyrpsin solution will be bound to the 
fibrinous exudate after approximately 30 minutes. 
The effect of micturition and dilution by the renal ex- 
cretion of urine proved to be rather insignificant. 

The fH of the urine was shown to have some im- 
portance. An alkaline medium proved to be favorable. 
Acidity decreased the proteolytic action of the prepar- 
ation proportionately, although considerable pro- 
teolytic activity was still observed at a pH of 5. Blood 
and pus were shown to have no influence upoa the 
proteolytic activity of the solution. Of drugs excreted 
by the kidneys and solutions administered intravesic- 
ally, it was found that urotropin trypoflavin and 
rivanol delayed the proteolytic action. The sulfona- 
mides, novocaine, and the salicylates had no effect, 
while formalin, sodium citrate, potassium iodine, 
boric acid, and ichthyol accelerated its action. 

The composition of the solution used is as follows: 
15 units of highly purified trypsin, 50,000 units of 
buffered penicillin G, 25,000 units of streptomycin, 
and 25,000 units of dihydrostreptomycin. 

The dry substance of the preparation was dissolved 
in 15 c.c. of distilled water and instilled intravesically. 
Liquids were withheld preceding and following the 
administration. The intravesical application was ex- 
tremely well tolerated by the patients. 

—Heinz E. Cron, M.D. 


The Treatment of Bladder Ulcers with Cortisone 
(Cortisonbehandlung beim Ulcus simplex vesicae). 
W. BrRACHMANN. Jschr. urol., 1957, 50: 59. 


CortisonE has been reported to be of value in the 
treatment of diseases such as interstitial cystitis, con- 
tracted bladder, trigonitis, and urethritis. This form of 
therapy has been tested in 4 patients with simple ulcer 
of the bladder, and the results have been encouraging. 
Cortisone has been used either in the form of instilla- 
tion or was injected directly in the region of the ulcer. 
Bladder pain and tenesmus promptly subsided and the 
bladder capacity increased. Urinary frequency dimin- 
ished and in 1 case the ulcer disappeared altogether. 
Two c.c. of crystalline hydrocortisone with 8 c.c. of 
water (equals 50 mgm. of hydrocortisone acetate) are 
instilled. 

The first case was of a 64 year old woman who had 
suffered from increasing bladder discomfort, urinary 
frequency, tenesmus, and pain for 9 years. She had a 
simple ulcer on the roof of the bladder and on the right 
lateral wall. Her bladder capacity decreased to 30 c.c. 
Total cystectomy was considered but was postponed 
in favor of hydrocortisone therapy. Cortisone abolished 
her symptoms. 

The second case was of a 54 year old woman who 
had similar symptoms for 8 years. This patient be- 
came asymptomatic after 11 days of treatment de- 
pite the fact that the ulcer did not heal. 
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The third case was of a 55 year old woman who had 
severe bladder symptoms for 3 years. The bladder 
capacity was 60 to 70 c.c. A simple bladder ulcer was 
seen cystoscopically on the left posterior wall. With 
cortisone therapy the bladder capacity increased to 
200 c.c. She became asymptomatic although the ulcer 
had not healed at the time of the last cystoscopy. 

The fourth case was of a 67 year old man who had 
severe bladder symptoms for 6 years, consisting of 
dysuria and urinary frequency due to an ulcer of the 
bladder. After cortisone instillation and hydrocortisone 
injection, the patient became asymptomatic. 

—S. Richard Muellner, M.D. 


The Choice of Treatment in Carcinoma of the 
_ E. W. Ricues. Irish J. M. Sc., 1957, 6 ser.: 
145. 


Cancer of the bladder occurs most commonly in the 
seventh decade of life and attacks men 3 or 4 times 
as often as women. The incidence of the disease is ap- 
parently increasing; in England and Wales the total 
number dying from it annually has increased from 
1,200 in 1944 to 1,800 in 1954. The increased death 
rate appears to be affecting younger men. Ever since 
Rehn, in 1895, found that there was increased inci- 
dence of bladder tumors in analine dye workers, ex- 
perimental and clinical evidence has been accumulat- 
ing to show that cancer of the bladder can be pro- 
duced by the excretion of some substance in the urine. 
Dogs fed on betanaphthylamine regularly show de- 
velopment of epithelial tumors of the bladder, but 
not in a pouch of bladder isolated from contact with 
the urine while retaining its blood and nerve supply. 
Certain aminophenols, products of tryptophane me- 
tabolism, are found in excess in the urine from pa- 
tients with tumors of the bladder, as is the enzyme 
glucuronidase. Boyland (1954) suggested that this 
enzyme is responsible for splitting aminophenols into 
carcinogenic substances. Obstruction of the neck of 
the bladder prolongs the lethal effects of this chemical 
change and cancer is more likely to develop. If the 
urine is kept diluted the carcinogens are less likely to 
act as such, so that the practice of encouraging pa- 
tients to drink copiously and promote diuresis is a 
good one. 

Implantation tumors can occur. Experimentally in- 
duced tumors can be transplanted from one animal to 
another. In clinical practice a spill of tumor-bearing 
urine can produce massive recurrence in the wound. 
This is one of the greatest arguments in favor of the 
seeding theory as opposed to the urogenous theory or 
theory of origin from multicentric foci in the urinary 
tract. Recent statistical evidence from Denmark and 
America has suggested a relationship between cigarette 
smoking and cancer of the bladder. Schistosomiasis 
regularly leads to cancer of the bladder. 

The different views on etiology have a profound 
bearing on the whole principles of treatment. If car- 
cinoma of the bladder is considered a single lesion it 
should suffice to remove it locally. If it is considered a 
disease of the entire epithelium, then the whole blad- 
der must be treated either by removal or by effective 
irradiation. A knowledge of pathology is essential both 
for the choice of treatment and for the comparison of 
results. Carcinoma of the bladder varies from a rela- 


tively benign papillary tumor to a deeply infiltrating 
solid epithelioma. The modern pathologist can tell 
from the microscopic section whether the tumor is of 
low, average, or high grade malignancy, basing his 
conclusions on the regularity or otherwise of structure, 
the cell differentiation, and the number of mitoses. 

According to the classification of Dukes and Masina, 
tumors confined to the bladder are in stage 1; 1A 
indicates limitation to the mucosa or submucosa and 
1B indicates spread into the bladder muscle. In stage 
2 there is extension into the perivesical fat, and in stage 
3 paravesical lymphatic glands are invaded. Stage 4 
describes those tumors in which there are remote 
metastases. The stage of penetration is the most impor- 
tant single factor in assessment. 

The classification is simplified by classing tumors in 
groups rather than grades. Group A (stage 1A of 
Dukes and Masina) includes those tumors with no in- 
filtration of the muscle; group B (stages 1B plus 2) 
includes those in which the muscle is infiltrated in 
part or throughout its thickness; and Group C (stages 
3 plus 4) includes those in which there was extension 
beyond the bladder either to paravesical glands or 
distant metastases. 

In a study of 100 specimens removed by total 
cystectomy, 36 fell into the mucosal stage, 35 into the 
muscular stage, and 29 into the perivesical stage. 
Sixty-one per cent of the tumors in group A were of 
low grade malignancy and only 5 per cent were of 
high grade, while in group C only 7 per cent were 
of low grade malignancy and 41 per cent were of high 
grade. The question remains whether a benign papil- 
loma can in time become malignant. Wallace (1956) 
maintains that mutation does not occur except as a 
result of inadequate or incomplete destruction of the 
tumor at the first treatment. 

In a series of 1,000 patients with hematuria, the 
bleeding came from the bladder in 55 per cent, and 85 
per cent of these had new growths. The diagnosis is 
made by a series of routine examinations, none of 
which can be omitted. They are excretion urography, 
cystoscopy, cystoscopic biopsy, bimanual examination 
under full anesthesia, and bacteriologic and possibly 
chemical examination of the urine. 

The best results of treatment are obtained by a 
combination of surgery and radiotherapy in some 
form. The choice, however, is limited in any individual 
case and it depends not only on the general condition 
of the patient and the facilities available, but on the 
type, size, situation, multiplicity, and extent of spread 
of the growth, on the state of the surrounding mucosa, 
and on the renal function. Of 550 cases reviewed, 150 
patients were treated primarily by endoscopic dia 
thermy. 

A cystoscope terminating in a ball electrode which 
destroys the tumor and coagulates the base deeply 
is recommended. A slough is left in the base which 
takes 4 to 6 months to separate. Although the first 
treatment is the most important, recurrences must 
be anticipated and regular follow-up cystoscopy ¥ 
necessary. The stay in the hospital is short, the mor- 
tality rate negligible, and the method can be used in 
poor risk cases. 

Open diathermy excision is used for very large 
papillary tumors or multiple tumors of low 
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malignancy in patients unfit for total cystectomy. It is 
often combined with some form of irradiation. 

Partial cystectomy or segmental resection is suitable 
for localized solid tumors with no surrounding mucosal 
changes. If the tumor encroaches on a ureteric orifice 
the ureter should be reimplanted into the bladder. 

Total cystectomy is indicated in the following in- 
stances: 

1. Large or multiple, noninfiltrating papillary. tu- 
mors too extensive for cystodiathermy or open dia- 
thermy. 

2. Infiltrating tumors localized to the bladder base, 
too large for satisfactory segmental resection, or show- 
ing mucosal changes beyond the tumor. 

3, Tumors which have involved the prostatic ure- 


4, Diffuse interstitial carcinoma. 

5. Tumors of adjacent organs invading the bladder 
extensively. 

6. Severe radionecrosis after any form of irradiation. 

7. Persistent recurrence after other methods of 
treatment. 

8. As a palliative procedure when symptoms are 
severe and the bladder is not completely fixed. 

Ureterosigmoidostomy is the method of choice for 
diversion of the urine, provided there is no preopera- 
tive renal dilatation. Transplantation of the ureters to 
an isolated loop of ileum is a safer procedure if the 
kidneys are already damaged. 

Procedures which demand surgery of access with 
partial removal of the tumors and irradiation of the 
base are considered combined treatment. Radium has 
been used for many years. Adequate doses produce an 
intense cystitis and the bladder cannot be completely 
closed because the radium needles have to be with- 
drawn. Extravesical radium implants may be used in 
accessible tumors without opening the bladder. 

Tantalum wire irradiated in the atomic pile (half- 
life of 112 days) has found favor for intravesical im- 
plantation. Radon seeds (half-life of 3.8 days) are used 
for permanent implants. More recently, irradiated 
gold grains (half-life of 2.7 days) have been used. A 
dose of 6 to 7,000 roentgens to the area treated is 
given. 

Intracavitary irradiation is done by filling the blad- 
der with a radioactive solution contained in a balloon, 
or by placing the radioactive material in the center of 
the bladder. Thorium X was used without success. 
Radioactive bromine (half-life of 34 hours), which has 
a powerful gamma output, has been used successfully 
in2 patients. Cobalt 60 in a balloon catheter produced 
disappointing results in most instances. Contact x-ray 
therapy with the bladder opened has limited value. 

Some good palliative results have been achieved 
with external irradiation applied by means of the 
conventional deep x-ray therapy apparatus, usually of 
200 kilovolts. Supervoltage machines of 2 million volts, 
using direct beam or rotational therapy, allow greater 
penetration without affecting the skin. 

The theratron, containing radioactive cobalt, gives 
the equivalent of about 2.5 million volts. Even greater 
power is provided by the linear accelerator which has 
an output equivalent to about 4 million volts. It is too 
the full results of the use of these me- 

es, 
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Palliative treatment in patients beyond all curative 
measures includes transplantation of the ureters and, 
in some cases, cystectomy. For patients with multiple 
metastases, all that can be done is make their end less 
painful by heavy sedation. —Ray C. Johnston, M.D. 


Experiences with the Johansen-Denis Browne Tech- 
nique of Urethroplasty. D. A. Cup, R. H. Frocks, 
H. KronawetreR and H. Marsercer. 7. Urol., 
Balt., 1957, 77: 446. 


THis ARTICLE cites in detail the Johansen technique of 
urethroplasty and from that aspect provides a valu- 
able review. However, this technique is widely known 
now and further description does not seem necessary. 
On the other hand, the results secured with this tech- 
nique are not well known and a report detailing the 
long term results is anxiously awaited. 

This article does not fulfill that need, as the patients 
described have been cared for during the past 2 years, 
and the second stage of the Johansen technique could, 
at most, have been performed only 18 months ago. 
Long term results are therefore not available. Pre- 
vious prematurely enthusiastic reports of other 
methods of managing urethral strictures based on 
short term follow-up studies, make one cautious in 
accepting a short term report on this technique. The 
actual duration of the postoperative course is not de- 
tailed in these patients. — John T. Grayhack M.D. 


GENITAL ORGANS 


Metabolic Investigation of the Prostate; the Tricarbox- 
ylic Acid Cycle in Adenoma of the Human Pros- 
tate (Ricerche sul metabolismo della prostata; il ciclo 
degli acidi tricarbossilici nell’adenoma prostatico 
umano). UmBerto Comuzzi and Paoto Capacct. 
Urologia, Treviso, 1956, 23: 551. 


IN A RECENT CONTRIBUTION one of the authors (Um- 
berto Comuzzi. Urologia, Treviso, 1956, 23: 546) re- 
ported his results concerning the metabolism of the 
ventral lobe of the rat’s prostate. The material con- 
cerned in the present investigation consisted of human 
adenomatous prostatic tissue removed at operation. 
The tissue was procured from 4 patients who had 
received estrogen hormone therapy and from 5 who 
had not. In the preliminary estrogenic treatment 
estromenin was given in the days immediately pre- 
ceding the operation for a total of 30 to 100 mgm. 
One of the patients had also received estrogenic 
therapy for two years. 

In the prostates from patients not given estro- 
genic therapy the results were similar to those ob- 
tained in the group of untreated rats, that is, the 
dicarboxylic acid cycle was active. The prostatic tissue 
procured from patients who had received preliminary 
estrogenic hormone treatment showed a notable dif- 
ference as compared with the tissue from the rat. The 
authors find this difference to be the result of differ- 
ences in the dosage of the estrogenic hormone employed 
as well as differences in tissues. In the tissues from 
human subjects no difference could be observed in 
those from estrogenic-treated and those from untreated 
cases. 

The authors conclude that the differences seen in 
the human material and that of the rat lies in the 
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relative dosages, and that larger dosages of estrogenic 
hormone would lead to an inhibition of the dicar- 
boxylic acid cycle in the human just as it does in the 
rat. —John W. Brennan, M.D. 


Definitive Treatment of Early Prostatic Hypertroph 
(Die Abortivbehandlung der Prostatahypertrophie). 
Git VerNeET. Zschr. Urol., 1957, 50: 1. 


THE AUTHOR’s concept of definitive therapy of early 
prostatic hypertrophy is based on the principles that 
the development of a prostatic adenoma is dependent 
on a normal testicular function and the presence of 
an unimpaired prostatic parenchyma capable of 
responding to testicular stimulation. 

It has been conclusively shown that castration will 
result in atrophy of the prostate in humans and ex- 
perimental animals. Although the posterior lobe of 
the prostate is more sensitive to androgen stimulation 
and the adenoma will originate from the lateral and 
median lobes of the anterior portion of the gland, 
true hypertrophy will not occur in castrates. 

Castration or its equivalent, neutralization of the 
androgen effect by the administration of estrogens 
in the presence of an existing adenoma, will prevent 
extension of the lesion, but will not result in material 
regression of the existent prostatic hypertrophy. 

According to independent reports by White, Cabot, 
and English, castration resulted in improved urinary 
function in approximately 50 per cent of the patients 
with obstructive prostatism. 

The author concludes that this improvement was 
essentially due to the fact that extension of the disease 
process was prevented. There also might be a beneficial 
effect on contributory factors such as congestion, in- 
farction, and inflammatory changes of the prostatic 
urethra. Although a minor degree of regression of the 
adenoma is conceivable, just as a uterine fibroid might 
diminish in size after the menopause, material regres- 
sion of the existent hypertrophy will not occur. Estro- 
gen therapy is just as effective as castration in the pre- 
vention of the progression of prostatic hypertrophy. 
The author saw patients in whom cirrhosis of the liver 
developed at an early age, and found that all had 
atrophy instead of hypertrophy of the prostate be- 
cause of higher estrogen levels in the blood. 

Estrogen therapy will not result in permanent 
testicular damage and normal testicular function will 
return after the cessation of therapy. The author 
reached this conclusion on the basis of testicular 
biopsies done on patients who had received estrogens 
for carcinoma of the prostate. 

Clinical observation of patients who had prostatitis 
that resulted in destruction and fibrosis of the prostate 
revealed that these patients did not have prostatic 
hypertrophy if the onset of prostatitis occurred at an 
early age. If the inflammatory process remained 
essentially confined to one lobe, an adenoma some- 
times develop in the uninvolved lobe. 

On the basis of these observations the author con- 
cludes that in the treatment of an early prostatism the 
procedure suggested by Boeminghaus is rational and 
effective. This approach is essentially prophylactic 
and only applicable in cases of early prostatism and 
not in cases of a well-defined hypertrophy which 
already exists. 


The technique is simple. Boeminghaus fulgurates 
thoroughly the floor of the prostatic urethra from 
about 10 mm. cephalad to the posterior lip of the 
bladder neck to the verumontanum and also the 
lateral walls of the prostatic urethra. These are the 
sites of origin of a potential adenoma. The anterior 
aspect of the urethra should not be fulgurated because 
an adenoma will not develop there. 

Spinal anesthesia is preferred and the patient is 
kept on indwelling catheter drainage for from 24 
to 48 hours. Antibacterial agents are administered. 
Patients suitable for this procedure are men in the 
younger age group with symptoms of prostatism, 
but no evidence of prostatic enlargement on rectal 
palpation. On cystourethroscopy there will be a mild 
hypertrophy of the lateral lobe and unequivocal 
elevation of the posterior commissure. 

The resulting fibrosis of the periurethral prostatic 
tissue would preclude development of a true adenoma. 
Estrogens are administered for several weeks to several 
months until fibrosis of the periurethral tissues is 
assured. Prolonged observation of the patient is 
essential. —Heinz E. Cron, M.D. 


The Diagnosis and Treatment of Cancer of the Pros 
tate (Carcinoma prostatae, seine Diagnostik und 
cae M. Kuma. Wien. med. Wschr., 1957, 107: 


CANCER OF THE PROSTATE is the third most frequent 
cancer in men beyond the age of 50 years. In autopsy 
specimens from men over this age it is encountered 
in 13 to 25 per cent. In older men the percentage 
ranges even higher. Prostatic cancer appears as 
adenocarcinoma in 80 per cent of the histologic sec- 
tions. Anaplastic or cirrhotic cancers are much more 
rare. 

Symptoms and diagnosis. Symptoms are rarely severe 
at first. Urinary urgency and frequency (especially at 
night), dysuria, urinary retention, hematuria, blood- 
stained ejaculate, and lumbar and sacral backaches 
suggest the presence of this disease. Bone pain, as a 
rule, denotes metastasis. Symptoms referable to me- 
tastases to the liver or to the lung may occur. On 
rectal examination, hard irregular nodules are pal- 
pable on the posterior surface of the prostate. The 
gland becomes deformed, assymetrical, and fixed. The 
seminal vesicles may become infiltrated. The findings 
on rectal examination of the prostate are exceedingly 
reliable and in general are as good as the results of 
biopsy. If the cancer is detected early, a radical 
prostatectomy will yield good results in from 50 to 96 
per cent of the cases. 

The reliability of biopsy material from the prostate 
depends upon the method by which it was obtained. 
Transurethral resection will yield satisfactory data 
only if the biopsy was taken from the correct area. A 
punch biopsy may be of doubtful value, especially 
if it is negative. The most reliable technique for biopsy 
is the excision of a nodule from the posterior surfac 
of the prostate. Diagnostic errors can be due to the 
presence of a carcinoid or a remnant of an infarct 
of the prostate. : 

An additional diagnostic aid is the determination 
of the phosphatase in the blood serum, especially the 
acid phosphatase. If the alkaline phosphatase is ele- 
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vated together with the acid phosphatase, bone me- 
tastases will be present in from 60 to 80 per cent of 
the cases. Roentgenologic data may yield additional 
information. In the typical case of prostatic cancer, 
the proximal urethra is elongated and there is irregu- 
larity and nodularity of the intraurethral prostatic 
enlargement. Urethrography may show compres- 
sion and irregularity of the urethra. The urine is 
negative at first but eventually will contain albumin 
and red blood cells. Symptoms of cachexia appear late. 

Therapy. The only known cure of prostatic cancer 
is radical prostatectomy in the early case. All other 
therapeutic methods inhibit the progress but do not 
cure the disease. Castration and the administration 
ofhormones sometimes convert an inoperable prostatic 
cancer into an operable one. Twenty per cent of 
the prostatic cancers are resistant to hormones. Only 
about 5 to 10 per cent are said to be operable when 
first seen. The available methods for the radical re- 
moval of the prostate consist of Young’s perineal 
prostatectomy, the retropubic prostatectomy of Millin, 
and the ischiorectal operation devised by Voelcker. 
The radical prostatectomy may be beset by complica- 
tions such as urinary incontinence, rectourethral 
fistula, and sexual impotence which occurs in 95 per 
cent of the patients. 

Hormonal therapy of prostatic cancer. The growth of 
prostatic cancer is supported by male hormones which 
consist of testosterone (produced by the testes), the 
17-ketosteroids, and 17-hydroxyprogesterone (pro- 
duced by the adrenal glands), and some additional 
substances which have not yet been thoroughly ex- 
plored. Twenty per cent of prostatic cancers are 
independent of androgenic hormones. To ascertain 
whether or not a given prostatic cancer will respond 
to the removal of androgenic hormone, the patient 
can at first be given large doses of stilbesterol (30 
mgm. per day for 5 days) and their effect on the 
daily excretion of androgenic steroids in the urine 
estimated by the method of Birke-Plantin. If the 
unary values of steroids do not decrease remarkably 
after stilbesterol therapy, little can be expected from 
castration. In addition to castration, estrogenic hor- 
mones should be administered. This combination is 
superior to the administration of estrogenic hormones 
alone. Synthetic estrogens are usually preferred and 
can be given orally or intramuscularly. In the first 
5 to 15 days 30 mgm. of stilbesterol should be given 
daily. If improvement occurs the dose can be re- 
duced to 15 mgm. and can then be maintained at 
alevel of 5 to 10 mgm. per day. Estrogenic hormones 
may have to be omitted if toxic side effects, such as 
edema and gynecomastia, occur or when they cease 
to influence the prostatic cancer favorably. In 80 
per cent of the cases estrogenic therapy was effective. 
The average prolongation of life of the patients with 
inoperable cancer who were treated with estrogenic 
substances amounted to about 13 months. Forty-six 
Per cent of the patients with prostatic cancer and 
without bone metastases survived 5 years on estrogenic 
therapy. When bone metastases were present the 
percentage dropped to 12. In addition to the estro- 
genic hormone, hypophyseal extract (epiphysan 0.5 
mgm. twice daily, injected intramuscularly) can lead 
‘oa quick and irreversible sclerosis of the testis, and 
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thereby exclude the testicular hormone, and also 
decrease the production of 17-ketosteroids. Favorable 
results, however, are inconstant. 

Druckery and Raabe advocate another estrogenic 
hormone, diethylstilbesterol-diphosphate (Honvan), 
which (in addition to its organ specificity) exerts a 
cytostatic effect. It is slowly injected intravenously in 
doses of 250 mgm. These injections can be continued 
daily for 15 to 30 days and after that are given only 
twice a week. After a few months they can be further 
reduced to only one a week. 

Tripara-anisilchlorethylene (TACE) is supposed to 
have the advantage of antagonizing testicular andro- 
gens without stimulating the production of 17-keto- 
steroids by the hypophysis and adrenal glands. The 
exclusion of the adrenal glands through bilateral 
adrenalectomy, as advised by Huggins, appears to be 
too dangerous an operation and furthermore, the 
postoperative care is too complicated. For these 
reasons most workers have advised against it. Cortisone 
therapy as advocated by Lidner gives similar results 
without the disadvantages of adrenalectomy. The 
dosage of cortisone is 100 mgm. during the first 2 
days and from 20 to 50 mgm. daily thereafter for 
months. There are many contraindications and dis- 
advantages to cortisone therapy. 

Exclusion of the anterior pituitary lobe has been 
difficult and has not led to permanent or good results. 
Hypophysectomy is a major undertaking and when it 
was done the results were not lasting. Even though 
we do not have reliable curative methods for the 
treatment of prostatic cancer, dangerous and heroic 
efforts such as hypophysectomy and adrenalectomy 
are not justifiable. —S. Richard Muellner, M.D. 


Results of Transurethral Prostatic Resections in 
Private Practice. WALTER E, DanieL. Am. Surgeon, 
1957, 23: 107. 


THE AUTHOR reviews the late results of 693 trans- 
urethral prostatic resections which were carried out in 
660 private patients between 1939 and 1955 in 5 hos- 
pitals in Charlotte, North Carolina. The average age 
of the patients was 67.6 years, and the average weight 
of the removed prostatic tissue was 16.8 grams, re- 
gardless of the indications for surgery, which were not 
specified. 

There were 14 deaths, an incidence of 2.02 per cent, 
from the following causes: septicemia and pyelone- 
phritis 4, cerebral hemorrhage 3, pulmonary embolus 
3, coronary occlusion 3, and tubular nephrosis 1. 

One hundred eighteen of the patients did not have 
the minimum of 3 months’ follow-up required for in- 
clusion in the study. Among the remaining patients, 
good results were achieved in 312. The author defines 
“good” results as fulfillment of the following criteria: 
subjective well-being, the ability to void without pain 
or difficulty, good urinary control, nocturia not more 
than two times, and absence of residual urine, infected 
urine, urethral stricture, and periodic hematuria. 

An additional 248 patients had fair results; in 62 of 
these there was associated urinary tract pathology 
which affected the success of the operation but was 
not attributable to it. Most of these patients had per- 
sistent, refractory infection, a few had urethral 
strictures requiring periodic dilatation, and several 
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had episodes of gross hematuria. There was only on 
instance of incontinence of urine. : 
—Paul R. Leberman, M.D. 


MISCELLANEOUS 


Anuria in the Newborn (Harnverhaltung beim Neuge- 
borenen). W. BRINKMANN and E. Bontxe. schr. Urol., 
1957, 50: 21. 


Tue AUTHORS distinguish three causes of anuria in the 
newborn: prerenal, renal (renal aplasia, hypoplasia, 
or agenesis), and postrenal (mechanical obstruction or 
neurogenic dysfunction). 

The term anuria is reserved for cases in which the 
etiology is prerenal or renal. Absence of urinary excre- 
tion due to mechanical obstruction or neurogenic dys- 
function is classified as urinary retention. 

The history and evaluation of the child’s general 
condition ordinarily allow recognition of a prerenal 
factor. Differentiation between an anuria of renal ori- 
gin and retention due to mechanical obstruction or 
neurogenic dysfunction, although simple in the adult, 
may be quite difficult in the newborn. Diagnostic tools 
are catheterization, intravenous or intramuscular py- 
elographic cystoscopy, and if necessary surgical ex- 
ploration. 

Acase history is presented that is interesting because 
of multiple congenital abnormalities confined to the 
urogenital system. The patient was a well developed 
male infant who was admitted on the eighth day of 
his life because there had been no urinary excretion. 
The child had passed stool on several occasions. Exam- 
ination revealed bilateral undescended testicles and 
the absence of an external urethral meatus. The penis 
and scrotum as well as the general development was 
normal. 

The urethra could not be found on exploration of 
the glans and distal portion of the penis. No urine 
was obtained by suprapubic needle puncture. Intra- 
venous pyelography suggested some dye in the right 
renal region. Assuming that this was urinary retention 
due to atresia of the urethra the child was explored 
suprapubically. A soft pea-sized structure was identi- 
fied which was considered to be an underdeveloped, 
empty urinary bladder. The authors concluded that 
there conceivably might be a mechanical obstruction 
higher up in the urinary tract and proceeded to explore 
the right renal fossa where there was a suggestion of a 
faint concentration of dye. 

The right kidney was represented by a structure 1 
centimeter long and 0.5 centimeter wide. There was a 
normally developed bifid pelvis and proximal ureter. 
The distal two-thirds of the right ureter were markedly 
dilated. Although no life-sustaining function could be 
expected from this kidney, a nephrostomy by means 
of a No. 4 ureteral catheter was done. 

The infant expired 24 hours after the surgical inter- 
vention or 9 days after birth. Autopsy revealed bilat- 
eral renal aplasia, bilateral megaloureters confined to 
the distal two-thirds, atresia of the membranous and 
penile portions of the urethra, and inguinal testes. 
There were no other abnormalities except for a rudi- 
mentary sixth finger of the right hand. 

The authors reviewed the literature and found that 
multiple, severe congenital abnormalities of the uro- 


genital tract which have been described are ordinarily 
accompanied by malformation of other systems. 
—Heinz E. Cron, M.D. 


Relation Between Pyelonephritis and Bacterial 
Counts in the Urine; an Autopsy Study. Ricuarp 
A. MacDonatp, Howarp Levitin, G. KeEnnety 
Ma tory, and Epwarp H. Kass. NV. England 7. M., 
1957, 256: 915. 


BLADDER URINE was obtained by needle biopsy at 100 
unselected autopsies and studied bacteriologically, 
The urinary tract was examined grossly and micro- 
scopically for the presence of pathological lesions in 
each case. It was found that 53 subjects had no bac- 
teria in their urine cultures; 7 patients had between 
10 and 10,000 organisms per milliliter of urine, and 
40 had more than 100,000 organisms per milliliter of 
urine. Acute or chronic pyelonephritis was found in 
14 of the 40 cases with a high bacterial count but in 
only 3 cases with few or no bacteria. The organism 
most often isolated from the urine was the Aerobacter 
aerogenes, followed by Proteus species and the Es- 
cherichia coli. 

Other factors were studied to determine the pos- 
sible correlation with bacteriuria. It was found that 
although 60 per cent of the subjects were males, high 
bacterial counts were found primarily in the females. 
There was a positive correlation between catheteriza- 
tion or instrumentation during the last hospitaliza- 
tion and bacteriuria. No correlation was found be- 
tween bacteriuria and the presence of cardiomegaly or 
hypertension, the time lag between death and autop- 
sy, or the duration of hospitalization. 

A clinical diagnosis of active infection of the uri- 
nary tract had not been made in 70 per cent of the 
cases in which evidence of active pyelonephritis was 
found at autopsy. In some of the cases the infection was 
considered extensive enough to be a major cause of 
death. The authors urge that every case of bacteriuria 
be considered to be associated with, or potentially 
associated with, active pyelonephritis. 

Paul R. Leberman, M.D. 


Suction Drainage in Urology (Le drainage sous dé- 
pression en urologie). E. Truc and M. LEvatvois. j. 
urol. med., Par., 1956, 62: 734. 


Tue use of suction or “sump” drainage was first 
described in March, 1954 by Redon at the Academy 
of Surgery in France. The authors first described the 
use of this method for drainage of the space of Retzius 
in June, 1956 and since September 20, 1956 suction 
drainage has been used on all of the patients on the 
Urological Service at Montpellier. 

The “dead space” between the tissue layers should 
be eliminated in order to avoid the postoperative 
complications of separation of the operative incision, 
as well as the removal of blood and lymph that ac- 
cumulates at the depths of the incision following 
surgery. 

The authors use a drain of plastic material con- 
taining many perforations; it ranges from 7 to 14 cm. 
in length and 1.5 to 2 mm. in diameter. This tube 
is inserted into another drain of like material of such 
a diameter to permit the first drain to be inserted 
into the lumen of the second. The drainage tube is 
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connected with a suction apparatus or an air pump 
and attached to a drainage bottle. 

At the end of the surgical intervention a stab 
wound is made and the drain is brought out through 
the skin. For a median suprapubic incision two drains 
are placed in the lower part of the incision; the 
second drain is placed in contact with the bladder and 
the suprapubic region. With this type of suction 
drainage, there are usually 50 to 150 c.c. of sero- 
sanguineous fluid aspirated in the first 24 hours, and 
10 to 40 c.c. during the following day. Subsequently, 
there may be only a few drops of drainage. It is better 
to leave the drains in 24 hours too long than to re- 
move them too soon; however, at the end of 3 days 
they are no longer of value. 

Drainage of the lumbar fossa does not depend upon 
the surgical incision for the anterior, lateral, or pos- 
terior approach to the kidney, with or without rib 
resection, demands the use of a drain above the 
adipose capsule of the kidney in the region of the 
ureteral bed. The second drain should be placed 
above the fatty capsule of the kidney, immediately 
below the muscular wall parallel to the line of the 
incision. The volume of drainage is about 100 c.c. 
from the deep drain and 50 c.c. from the superficial 
one in the first 24 hours, and 15 and 5 c.c., respectively, 
for the succeeding 24 hours, when a nephrectomy is 
done. When a pyelotomy or a plastic intervention is 
done and the kidney is not completely mobilized, 
the drainage is usually 30 c.c. from the deep drain 
and 20 c.c. from the superficial drain in the first 24 
hours. The length of time the drains are maintained 
usually depends upon the amount of drainage, but 
in general 3 or 4 days is long enough. When a pyelo- 
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tomy or a ureterotomy is done, the deep drain is 
usually maintained for 5 days. 

This method of removing the serosanguineous fluid 
following urological operations was used in 60 pa- 
tients with excellent results in 54, in whom the in- 
cisions healed per primam. The 6 failures were ana- 
lyzed and determined to be associated with only 
minor complications. 

The authors draw attention to the fact that in 
urological surgery there are nearly always bacteria 
associated with an infected urine which condition 
tends to complicate the healing of the surgical incision. 
Complete hemostasis is also a factor that aids early 
healing, but the coagulation of the least number of 
vessels must also be considered a part of the incisional 
care. 

The contraindications to the use of suction drainage 
are not absolute, but relative, and depend upon the 
individual case. When a subcapsular nephrectomy is 
done by morcellement and necrotic tissue may have to 
be removed secondarily, the incision should perhaps 
not be hermatically healed. Capillary drainage may 
be a safer method when an infection of the incision 
may be anticipated; if the pelvis or ureter is sutured 
in association with an infection, it may be best to 
provide a fistula for subsequent drainage. When in 
doubt, the authors use the drainage tube described 
in order to direct the drainage to the exterior and 
provide the most direct tract for the fistula. At times 
the drain is placed, but not attached to suction, for 
then it can be used if necessary. 

During the period when this method was used 
for the cases discussed the authors never had cause 
to regret it. —Conrad A. Kuehn, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Some Traumatic Lesions in Growing Bones Other 
Than Fractures and Dislocations; Clinical and 
Roentgenological Features. Joun Carrey. Brit. 7. 
Radiol., 1957, 30: 225. 


Many OF THE LESIONS found in the bones of children 
are definitely diagnosed to be due to trauma and not 
to vitamin deficiency, metabolic imbalance, infection, 
or other cause. 

In many cases the diagnosis is made following a 
definite history of trauma. On the other hand, when 
similar lesions are found, a searching inquiry will 
many times bring out the fact that trauma did ac- 
tually occur. It has been proved beyond a doubt that 
in many instances a correct roentgenologic diagnosis 
of trauma prevented unwarranted expensive medical 
investigations. The diagnosis is so definite that the 
radiologist can disregard the clinical findings. 

The primary roentgenologic positive findings other 
than fractures and dislocations are (1) terminal irreg- 
ularities in the metaphyses, and (2) external thicken- 
ings of the cortical walls. 

Many common deformities of the bones in children 
may follow injury to the proliferating cartilage of these 
bones. 

There were 23 excellent figures included in the ar- 
ticle to demonstrate the findings. 

—Richard 7. Bennett, M.D. 


Generalized Cortical Hyperostosis (Hyperostosis corti- 
calis generalisata). F. S. P. van BucHem and H. N. 
Happers. Schweiz. med. Wschr., 1957, 87: 231. 


Tue AUTHORS report the third case of a patient with 
generalized cortical hyperostosis. Two other cases 
were reported by the same authors in 1955. The patient 
was a 30 year old healthy man who requested a rou- 
tine physical examination. When roentgenograms 
were taken osteosclerosis and thickening of several 
bones of the skeleton were found. The bones involved 
were the skull, mandible, both clavicles, and the ribs. 
In the spine only the spinous processes were thickened. 
The pelvis around the acetabular regions also was 
thickened. 

In the long bones the epiphysial ends were spared 
and the involvement was confined to the diaphysial 
regions. The changes consisted of hyperplasia of the 
cortex and the formation of multiple osteophytes on 
the surface. The circumferences of the long bones 
were slightly increased and the intramedullary canal 
appeared to be narrow. The cancellous bones had a 
normal appearance. The laboratory findings, includ- 
ing the results of blood chemistry tests were within 
normal limits. The serum calcium and phosphorus 
levels were normal; the serum phosphatase level was 
only slightly elevated. 

In the differential diagnosis the following diseases 
were considered: congenital diffused osteosclerosis, 
osteomyelosclerosis, generalized hyperostosis, multi- 


ple infantile hyperostosis, and the cases reported by 
Halliday, Arnold, and Sommer. 

In 2 previously described cases of patients who 
were seen later in life and in whom the disease was 
symptomatic, the symptoms consisted of fainting spells, 
generalized weakness, loss of appetite, and fatigability. 
Progressive blindness and loss of hearing also devel- 
oped in both patients. When the second patient ex- 
pired an autopsy was performed. No abnormality in- 
volving soft tissues was found. The examination of the 
skeleton showed marked changes in the skull which 
consisted of sclerosis and thickening of the outer and 
inner tables and narrowing of the optical foramina. 
The spine was rigid and the posterior facets were 
fused. The ribs were fused to the vertebrae. The sur- 
faces of the bones were irregular because of the mul- 
tiple osteophytic projections. Microscopically the 
bones appeared to be normal. The results of the bone 
chemistry tests for mineral contents were also normal. 
The pituitary gland was small and atrophic. 

In conclusion the authors state that the 3 cases 
presented have not been reported before and represent 
a new disease entity which is similar to multiple 
hyperostosis as described by Comurati-Englemann, 
but not identical. —George B. Wichman, M.D. 


Resection: A Conservative Measure in the Treatment 
of Bone Tumors. Braptey L. Corey. Am. Surgeon, 
1957, 23: 13. 


SUITABLE BONE TUMORS may be treated by resection, 
which obviates the inherent defects of amputation 
treatment. Such tumors are osteochondroma, central 
chondroma, chondromyxoid fibroma, giant cell tumor, 
and aneurysmal! bone cyst, as well as selected cases of 
malignant tumor, including low grade fibrosarcoma of 
bone, secondary chondrosarcoma, and low grade 
juxtacortical osteosarcoma (parosteal osteoma). In 
addition to the type of the tumor, its size, location, 
and accessibility must be considered. 

When complete removal of the tumor requires re- 
section of a section of long bone, replacement by a 
massive bone graft is in order except in areas previ- 
ously radiated heavily. 

The author urges resection of bulky osteochon- 
dromas and central chondromas as “‘a wise preventive 
measure.” Not rarely these lesions prove to be low 
grade chondrosarcomas. 

The frankly malignant tumors, osteosarcoma and 
Ewing’s tumor, are not suitable for resection treatment. 

—Charles T. Ryder, M.D. 


Subcutaneous Ruptures of Nonpathologic Muscles 
(Rotture muscolari sottocutanee non pathologiche). T. 
ae and L. Trasuccut. Chir. org. movim., 1957; 


NINETEEN INSTANCES of subcutaneous muscular rup- 
ture were observed at the Rizzoli Institute of the 
University of Bologna in Italy, from 1899 to 1955. 
Seventeen of the patients were males, 2 females. The 
majority were between 30 and 40 years of age. No 
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patients were younger than 15 years and none more 
than 70. There were 6 instances of rupture of the 
biceps brachii, 5 of the triceps surae, 4 of the quadri- 
ceps femoris, 2 of the adductors of the thigh, 1 rupture 
of the deltoid, and 1 of the quadratus lumborum. In 
4 instances the trauma was of the direct type; in 15 it 
was indirect. 

Both the females were young women dancers. 
One sustained her injury (rupture of the left triceps 
surae) while on tiptoe; the other (rupture of the ad- 
ductor of the right thigh) while doing a “‘split.” The 
direct injuries in the male patients resulted from falls 
with impingement of the injured muscle on a hard 
object; the indirect injuries occurred during heavy 
lifting or other unusual physical exertion. 

The treatment in all but 4 patients consisted of 
physiotherapy, proper posturing of the part, and 
immobilization. These 4 patients, on whom open 
operation was carried out secured 4 of the 5 optimal 
ultimate results, with complete anatomical, func- 
tional, and esthetic restoration of the injured muscle. 
Seven of the 12 patients who could be traced ob- 
tained good results, with restoration of the original 
anatomical and functional conditions but with some 
contractile weakness and a moderate grade of hypo- 
trophy. 

Of significance in these cases are the medicolegal 
considerations. The estimate of injury should take 
into consideration the importance of the involved 
muscle, the profession or occupation of the patient 
and whether the right or left side of the body is affected. 
Of 3 patients with rupture of the biceps brachii 1, an 
agricultural worker with injury to the right arm was 
awarded a disability of 20 per cent; another, a city 
employee with injury to the left arm was awarded 18 
per cent; the third, an electrotechnician with injury to 
the right arm, was awarded a disability of 11 per cent. 

— John W. Brennan, M.D. 


The Early Diagnosis of Infant Scoliosis (Zur Frueh- 
diagnose der Saeuglingsskoliose). G. JENTSCHURA. 
Rschr. Orthop., 1957, 88: 285. 


Or 114 cHILDREN under the age of 2, consisting of 61 
females and 53 males, only 5 showed a fully developed 
S-curve with absence of the primary lumbar curve 
usually present later. The following early signs are 
enumerated; (1) chest asymmetry with a habitual 
preference to lie on one side only, and (2) the presence 
of a convex dorsal and a concave ventral gibbus. The 
term of infant scoliosis is reserved for those cases in 
which no structural changes are as yet present. Pri- 
marily, the difference in the height of the interverte- 
bral spaces was found over the maximal convexity of 
the curve; this primary disc asymmetry with a fixed 
vertebral segment is considered to be the first stage of 
infant scoliosis, and it is followed by the second stage 
of intervertebral rotation involving the spinous process 
ligaments and discs. While rotation alone is still 
physiologic, torsion involves shearing forces between 
the end blades which lead to compression and sublux- 
ation with a step formation over the involved side, the 
result of projection. There is also an asymmetry be- 
tween the vertebral arches and the bodies, and the 
transverse process on the convex side is shortened 
while the one on the concave side is more pronounced. 


Plaster of paris casts show the chest deformity to be 
more pronounced. The presence of a gibbus is the 
result of vertebral torsion, and treatment should start 
before such severe structural changes occur. 

—Ernest H. Bettmann, M.D. 


The Clinical Evaluation of Scoliosis, Josepu C. Risser. 
J. Am. M. Ass., 1957, 164: 134. 


THE RECOGNITION of scoliosis and the determination 
as to whether it is postural or structural is important 
in the clinical evaluation of this condition. Early 
recognition is readily possible by examining the pa- 
tient in the bending forward position. If the asymme- 
try is very slight and the curvature is 10 degrees or 
less, much can be done to correct the deformity. 

Scoliosis is commonly detected when the deformity is 
about 25 or 30 degrees. At this time, there is definite 
structural wedging and apical vertebral rotation. Cor- 
rection is possible only with traction and lateral bend 
as in the turnbuckle cast or localizer cast. 

With rapid growth during the period from 11 to 15 
years, the deformity usually increases rapidly. Com- 
parative vertebral height measurements in the sitting, 
kneeling, and standing positions are helpful in obtain- 
ing information concerning the growth of the patient. 
A standing and lying anteroposterior roentgenogram 
is also important. 

Correction is obtained by traction and lateral bend 
with a turnbuckle cast or with a body localizer cast. 
To maintain the correction obtained by the cast, 
surgical immobilization of the entire area of the curve 
is necessary. The correctibility of a curvature is de- 
creased with chronicity of the curve. Best results occur 
in the small curvatures. Structural deformities should 
be corrected when first noticed. 

The patient with a localizer cast is ambulatory all 
of the time except the first 7 to 10 days after surgery. 
Correction is usually secured with one or two casts 
applied from 2 to 4 weeks apart. The total period of 
immobilization is about 8 to 10 months. Roentgen- 
ray evidence of the solidity of the fusion is the guide for 
removal of the cast. — Donald C. Geist, M.D. 


Aneurysmal Bone Cysts of the Spine. Joun W. Bee.er, 
Cuarves H. Hevman, and ‘jour A. CampBeELt. 7. Am. 
M. Ass., 1957, 163: 914. 


THE AUTHORS present several cases of aneurysmal bone 
cyst of the vertebrae. They point out the frequency of 
confusion of this lesion with giant cell tumor. They 
cite 5 of the cases in which the lesions originally diag- 
nosed as giant cell tumors, on critical review, were 
found to be aneurysmal bone cysts. Several of the other 
cases reviewed were previously diagnosed as benign 
giant cell tumor, benign bone cyst, extramedullary 
neoplasm, granulomatous lesion, and epidural abscess. 
The cases are presented in detail, and in the authors’ 
opinion should be considered aneurysmal bone cysts. 

The lesion was first described by Jaffe and Lichten- 
stein in 1942. It occurs chiefly in adolescents and 
young adults. The ages of these patients ranged be- 
tween 13 to 28 years. All of the patients complained of 
pain, and in 3 patients there was encroachment on the 
spinal cord with a resultant paralysis of the lower 
extremities. Four lesions involved two contiguous 
vertebrae, one a single vertebrae, and two the sacrum. 
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The pathologic description of the aneurysmal bone 
cyst is that of many irregular, blood-filled spaces 
sometimes several centimeters in diameter. The septa 
between these spaces are large strands of osteoid tissue 
with spindle-shaped stromal cells and multinucleated 
giant cells. Although the lesion histologically repre- 
sents giant cell tumor, the diagnosis is not difficult if 
biopsy is adequate. 

The lesion apparently may involve any part of a 
vertebra. It seldom, if ever, involves more than two 
adjacent vertebrae. Radiologically, its appearance is 
that of an expanded cystlike area delineated by a fine, 
sharply defined rim of periosteal bone. The thin rim 
of periosteal bone may be absent. Common sites in the 
vertebral column are the neural arches, the transverse 
processes, or the spinous processes. 

Considerable regression of the lesion was observed 
following deep roentgen therapy. Therapy was usually 
given in two series of 1,200 to 1,600 roentgen units 
about 1 to 2 months apart. Good results also were 
observed following excision or curettage. Apparently 
the most successful treatment was a combination of 
these two types of therapy. 

—John Robert Close, M.D. 


Diagnosis of Posterior Lesions of the Medial Meniscus; 
Description of a New Test. M. 
Am. F. Surg., 1957, 93: 782. 


A croup of 42 patients with posterior meniscal dis- 
orders proved by surgery is presented. They were 
chosen from a group of 360 arthrotomies performed 
by the author. Most of the patients had done work in 
a squatting or crouching position. These workers were 
forced on occasions to move from one spot to another 
while in the squatting position. The author describes 
the following five tests which are helpful in the diagno- 
sis of tears of the posterior portion of the medial 
meniscus: (1) the ““duck-waddle” test positive in 91 per 
cent; (2) pressure tenderness over the posteromedial 
joint line of the knee; this test is done with the knee 
extended and with weight bearing on the affected 
leg; (3) pain on forceful adduction of the leg; (4) posi- 
tive MacMurray sign; and (5) positive Apley’s sign. 

The final decision, based on the history, the tests 
performed, and the x-ray examination has to be made 
by the surgeon. It is pointed out that many popliteal 
cysts are enlarged semimembranous bursae which 
occur subsequent to tears of the posterior portion of 
the medial meniscus. The instability of the joint 
causes a traumatic synovitis with increased intra- 
articular fluid. The constant pressure causes enlarge- 
ment of the semimembranous bursa. 

Three illustrative cases are described. The surgical 
technique follows the conventional approach of a 
posteromedial incision with the knee in extension. The 
removal of the meniscus is performed with the knee in 
a flexed position. 

The presence of chondromalacia, osteoarthritis, 
and the normal appearance of the anterior portion of 
the medial meniscus in itself should not deter the sur- 
geon from exploring the possibility of a tear of the 
posterior horn of the medial meniscus. 

If the entire meniscus cannot be removed by the 
anterior approach the skin is retracted posteriorly and 
a second incision is made posterior to the collateral 


ligament to facilitate the removal of the posterior horn 
of the medial meniscus. The results have been, as a 
rule, very satisfactory. —Goeorge I. Reiss, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


The Surgical, Social, and Economic Aspects of a 
Unit Hand Injury. Metcatr and WILLIAM 
Wuaten. 7. Bone Surg., 1957, 39-A: 317. 


To DETERMINE the social and economic aspects of a 
unit hand injury, the case records of a homogeneous 
group of 240 patients were studied and analyzed. 
This group of patients had all been treated for injuries 
to, or amputations of, a distal phalanx. Relatively 
trivial injuries were not included. Crushing lacerations 
with open fractures of the phalanx, avulsion of the 
nail with underlying rupture of the nail matrix and 
exposure of the bone, crushing injuries with multiple 
flap formation exposing the bone, and partial or com- 
plete amputations of the distal phalanges were the 
injuries included in this study. During a 20 minute 
period of saline immersion, 1,500 units of tetanus 
antitoxin were administered intramuscularly and a 
sedative-analgesic medication such as nembutal or 
demerol was given to the patient. 

In traumatic transverse amputations, including the 
flexor digitorum profundus tendon or the distal joint, 
the base of the distal phalanx was removed and the 
condyles of the middle phalanx were rongeured off to 
allow flap closure without tension. If the proximal 
third of the distal phalanx remained, including the 
insertion of the flexor digitorum profundus, onl 
enough bone was removed (usually 3 to 5 | 
to allow approximation of the lappets of subcutaneous 
tissue over the bone end in order to form a soft base 
for a graft. The graft was usually of intermediate 
thickness taken under procaine infiltration from the 
upper medial aspect of the forearm or from the upper 
thigh area. The graft was sutured in place and a stent 
was tied over it. Antibiotics were not used. 

From the technical surgical point of view, the treat- 
ment of these patients on an ambulatory basis proved 
practicable and satisfactory. Only 2 major infections 
occurred in the series. The avoidance of general 
anesthesia reduced postoperative complications and 
morbidity, as well as hospitalization costs. It is esti- 
mated that the patients treated on an ambulatory 
basis represented a saving in hospitalization costs of 
about $10,000. Also the fact that the patient was not 
admitted to the hospital decreased the magnitude of 
his injury in his own mind, thereby minimizing his 
psychic trauma and accelerating his return to work. 

—C. Fred Goeringer, M.D. 


A Critical Review of Therapeutic Procedures in Tu- 
berculous Spondylitis of Children and Adults 
(Kritische Betrachtungen zur Therapie der 
litis tuberculosa im Kindes- und Jugendalter). K. 
Bremo. <schr. Orthop., 1957, 88: 315. 


THE AUTHOR, after giving a historic outline concern- 
ing the prevailing conservative treatment of tubercu- 
lous spondylitis during the past 50 years, stresses the 
need of differentiation between the juvenile spondylitis 
and that of the adult since they require different 
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therapeutic procedures. There has been an increase of 
this condition, especially in older patients, during and 
after the Second World War. 

Of 989 patients, 490 were under 5 years of age and 
showed much less abscess formation than the older 
patients, and, if the latter was present, there was a 
tendency toward spontaneous absorption. In 58 per 
cent of the patients below the age of 15 years, more 
than 2 vertebrae were involved. 

The author, who is very much in favor of strictly 
conservative treatment, points out that if pathologic 
tissue is removed surgically, some of the remaining 
regenerative stratum is usually sacrificed. According 
to his observation, 40 per cent of the patients with 
spondylitis who were treated surgically developed 
complications. Some roentgenograms were repro- 
duced in the original article to confirm his statements. 

—Ernest H. Bettmann, M.D. 


Constructive Hip Surgery with the Vitallium Mold; 
A Report on 1,000 Cases of Arthroplasty of the 
Hip over a 15 Year Period. Orro E. Aurranc. 7. 
Bone Surg., 1957, 39-A: 237. 


THE AUTHOR presents the results in a large group of 
patients who had vitallium mold arthroplasties of the 
hip. More than 200 of the patients had bilateral 
arthroplasties. There are many inherent difficulties 
in the evaluation of operative results in such cases. 
While the individual patient may consider he has an 
excellent result, the surgeon may be dissatisfied with 
the result in that particular case. 

As to the results the patients were very satisfied in 
46 per cent, satisfied in 36 per cent, noncommital in 
10 per cent, and dissatisfied in only 8 per cent. The 
results were listed by the orthopedists as being ex- 
cellent in 4.5 per cent, good in 17.5 per cent, satis- 
factory in 60 per cent, and unsatisfactory in 18 per 
cent. Twenty-two per cent of the patients denied the 
presence of pain. About 50 per cent of the patients 
could walk up to one mile. 

There were only 3 operative or postoperative deaths 
in the entire series. Sepsis occurred in 43 patients, 
13 of whom had old septic conditions. Supplemental 
surgery was required in 22.5 per cent of the cases. 

The importance of careful technique coupled with 
diligent postoperative care is emphasized. Protection 
should be maintained until bone healing is sufficient 
to allow weight bearing on a mechanically levered 
joint; this will require months and sometimes a year 
or more. Mold arthroplasty is the procedure of choice 
in cases of bony ankylosis, traumatic or degenerative 
arthritis, old and fresh fractures of the acetabulum, 
rheumatoid arthritis, before and after ankylosis, old 
septic hips, and as a salvage following the failure of 
other procedures. — Bernard C. Gerber, M.D. 


Patellectomy and Fascial Grafting in Certain Cases 
of Long Standing Disruption of the Quadriceps 
Mechanism: a Case Report and Review of the Liter- 
ature. James R. Horst and Witiiam H. Harrss. 7. 
Bone Surg., 1957, 39-A: 403. 


THE LATE SURGICAL REPAIR of a disrupted quadriceps 
extensor mechanism secondary to unsuccessful treat- 
ment of a fracture of the patella was reported in detail 
by the authors. 


Fic. 1 (Horst, Harris). Four strips of fascia lata were 
carried through the hole left after removal of the proxi- 
mal portion of the patella and were brought out of the 
suprapatellar pouch through slits in the quadriceps ten- 
don and sutured. The hole was then closed around these 
fascial strips. At that point the strips of fascia, and the 
flap created from the thin fibrous tissue which bridged 
the gap in the quadriceps mechanism, were sutured to 
the periosteum of the proximal portion of the tibia just 
distal to the articular cartilage. The fascial strips were 
then passed through slits in the patellar ligament. The 
inset shows how a fifth strip of fascia lata was over-sewn 
reinforcing the others. 


Total patellectomy is a recommended procedure 
for long-standing patellar fractures if traumatic 
patellofemoral arthritis is present or probable. 

Free autogenous fascia lata grafts will successfully 
bridge large defects and will withstand increasing 
strain. 

It is sometimes possible to restore quadriceps mus- 
cle function after a long period. 

—C. Fred Goeringer, M.D. 


FRACTURES AND DISLOCATIONS 


Fracture-Dislocations of the Cervical Spine. F. C. 
Duran. 7. Bone Surg., 1957, 39-B: 23. 


SEVENTY-FIVE cases of fracture-dislocation of the 
cervical spine were reported, covering the 10 year 
period from 1946 to 1955. Males accounted for 85 
per cent of the patients. The majority of the lesions 
were between the fourth and sixth vertebrae. 

The stability of the cervical spine depends mainly 
on the integrity of the interspinous ligaments and the 
ligamentum nuchae. All of the patients operated upon 
confirmed severe damage of these ligaments. The 
roentgenograms after injury may be negative. If so, 
films taken during flexion and of lateral views are 
necessary. The surgeon himself should hold the neck 
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to avoid danger of increasing the nerve aoe. Any 
patient with a history of neck trauma should be sub- 
jected to roentgenography of the cervical spine. Head 
halter traction may be maintained during the taking 
of the films, even the flexed lateral views. The antero- 
posterior films are of little use. In several cases the 
diagnosis was made late because of the lack of roent- 
genograms. Neurological signs were present in more 
than half the cases. Tetraplegia was nearly always 
fatal. It occurred in 20 per cent of the cases. There 
was no correlation between the degree of vertebral 
displacement and the severity of the cord lesion. In 
some cases with normal roentgenograms the cord 
was irretrievably damaged. Among others, with severe 
dislocation, there were some with no paraplegia. 

In the cases with no roentgen evidence of bone dam- 
age the cause of the paraplegia in flexion injuries 
was explained by the assumption of a spontaneous 
reduction of the dislocation, but a disc protrusion 
may have been the cause of the cord lesion. 

Relatively minor changes in the roentgenogram 
may indicate the site of a cord lesion—narrowed disc 
space, minor compression of the body, fracture of a 
spinous process, avulsion of an osteophyte, or an 
anterior marginal fracture of the body. 

Treatment. Immediate traction is urged in all cases 
in which this condition is suspected. It is more im- 
portant in cases which already present neurological 
signs. Manipulation under anesthesia is to be con- 
demned. Sling head halter traction is suitable for 
temporary use to be replaced by Crutchfield “‘ice- 
tong” calipers as soon as possible. Forty pounds of 
traction reduce most dislocations. If this fails the 
locked facets can usually be seen in oblique roent- 
genograms. These then can be unlocked only by open 
operation. If this proves difficult or impossible it must 
be considered to have been caused by the interposition 
of disc material. Redisplacement can occur while 
the patient is in a Minerva jacket. It can also occur 
after 6 months of continuous plaster support. The 
only sure method of maintaining the reduction is by 
wiring and grafting (technique of Rogers, 1942), for 
which iliac bone is used. The traction is usually 
continued during the operation. 

Twenty per cent of these patients were operated 
upon, but the author agrees with Gallie (1939) when 
he states, “It is reasonable to treat all patients with 
dislocation or fracture-dislocation by wiring and 
grafting on the grounds that the spine is unstable and 
that it is impossible otherwise to ensure a satisfactory 
result. ...” Postoperatively, the traction (with 5 
pounds) is maintained for 2 weeks, after which the 
patient is kept in a collar for 3 months. Little per- 
manent stiffness results. —D. Keith McElroy, M.D. 


Creeping Fracture of the Clavicle (Schleichende Frak- 
tur der Klavikula). G. Satem. Klin, Med., Wien, 1957, 
12: 120. 


CREEPING FRACTURES of the bone are usually found in 
elderly people. March fractures are usually caused by 
a trauma that ordinarily is not severe enough to cause 
a fracture. With the onset of subjective complaints a 
thickening of the periosteum and the cortex is noted. 
Later on Looser zones appear and, finally, after a 
small trauma the fracture occurs. In case of March 


fractures the fractures occur in a bone which on clini- 
cal and x-ray examination has a normal appearance, 
Buettner and Rhabein were able to cause experimen- 
tal fractures in bone demonstrable with the micro- 
scope but not recognizable on x-ray or clinical exam. 
ination. 

The author presents the case of a 13.5 year old boy 
who after some exercise complained of pain in both 
shoulders. A week after the onset of the symptoms, the 
patient sustained a minor injury to the left shoulder 
and complained of severe pain in the clavicular region. 
The patient was at first treated with compresses. Pain 
and swelling of the clavicle persisted and finally an 
x-ray was ordered about a month after the onset. A 
biopsy which was done to rule out a bone tumor re- 
vealed a healing fracture in that region. March frac- 
tures are very rare in children. This is the first time 
that a creeping fracture of the left clavicle in a child 
was described. —George I. Reiss, M.D. 


Fractures of the Elbow and Forearm in Children, 
Jutrus S. Neviaser. 7. Nat. M. Ass., 1957, 49: 80. 


FoR THE MANAGEMENT of supracondylar fractures in 
children, open reduction with internal fixation “is 
mentioned only to be condemned as an absolutely un- 
necessary procedure,” while the various forms of trac- 
tion have not been entirely successful and have the 
disadvantage of the slowness of reduction with its 
attendant hospital expense. 

Manipulative reduction and plaster immobilization 
of these fractures have been the most successful method 
of treatment in the author’s experience. If much swell- 
ing has developed, the local infiltration of novocain 
and hyaluronidase has been helpful. After reduction 
the arm is held in a plaster gutter splint with the elbow 
at slightly less than 90 degrees. Pressure due to the 
bandage over the antecubital space is avoided. The 
radial pulse is carefully checked repeatedly. “Bayonet” 
apposition of the fragments with normal alignment is 
satisfactory. In 100 consecutive supracondylar frac- 
tures managed in this way there has been no perma- 
nent nerve damage and no case of Volkmann’s ischemic 
necrosis. 

In forearm fractures in children some overriding of 
the fragments may be accepted if gross angulation is 
avoided and over-all alignment is good. Plaster splint- 
ing should be continued until solid bony union is pres- 
ent because of the tendency toward refracture. Re- 
habilitation of the arm is never a problem in children. 

—Charles T. Ryder, M.D. 


The Possibilities for Operative Reduction of Congeni- 
tal Dislocation of the Hip Joint in the Adult (Text in 
Bulgarian; Summary in German). B. BoicHev. 
Chirurgia, Sofia, 1957, 10: 26. 

‘THIS GRAND OLD MAN OF ORTHOPEDIC SURGERY, whose 
prestige in occidental medical circles seems to have 
survived the divergent spellings of his name (Boicev; 
Boichev; Boitchew), has seen the loss of interest of 
the profession in the open treatment of congenital 
dislocation of the hip with the advent of Lorenz 
closed method of reduction, and, now, with the report 
of Colonna (Surg. Gyn. Obst., 1936, 63: 770), the revi- 
val of interest in the open method, particularly in the 
older, more recalcitrant conditions. 
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The author admits that his own results have not 


nce. & been brilliant (18 good results in 53 cases), although 
nen- ff they are frequently better with addition of the short- 
cro- 


ening osteotomy of the femur, suggested by Zahrad- 
nitek, to the Colonna technique. 

Four brief case histories with roentgenograms 
are presented in the original article. These patients 
were selected to illustrate the good results that can 
be obtained. 

In the first patient the reduction was successful 
and permanent; the hip can be flexed to an angle of 


80 degrees. A slight, scarcely noticeable limp remains 
an & and there is mild pain after a walk of 2 kilometers 
+A (excellent result). 

Te- 


The second patient, 2 years after the operation, 
has an almost normal walking gait and a normal 
angulation of the femoral neck (excellent result). 

The third patient, 2.5 years after the operation, 
has 50 per cent preservation of joint mobility. There 
is some pain after walking and after attempts at 
passive mobilization. Roentgenologically, an excel- 
lent reduction has persisted (moderately good result). 

In the fourth patient, 6 months after the operation, 
there is still pain with weight bearing and the joint 
mobility is much reduced, but a tendency toward 
improvement with time is apparent. The reduction 
is roentgenologically perfect with a slight narrowing 
of the articular surface (moderately good result). 

The author believes that the future for the open 
operative treatment of congenital dislocation of the 
hip joint in the adult (over 15 years of age) is bright 
as the operative technique can be improved. He sug- 
gests three ways by which the operative results could 
be improved. First, the muscular tension must be 
overcome, preferably by the methods practiced by 
Colonna and by Zahradniéek. Second, although the 
circulatory disturbances and the trophic deficiencies 
of the femoral head present a difficult problem; 
the results might be improved by some form of osteo- 
tomy (Grospitsch, Dega, or Garlitski). Third, care 
must be exercised not to leave behind small chips of 
bone when the acetabular cavity is reformed, as they 
can serve as niduses for new bone formation and the 
development of osteophytes which can block mobility 
at the newly formed articulation. The use of the 
broad-cutting gouges of Gruca and of Boichev’s cut- 
ting spoon is the best way to avoid this mishap. 

The author believes that the treatment of limb 
shortening, when indicated, should consist of shorten- 
ing of the longer of the two extremities. When 
orthopedic reconstruction of the joint is unsuccessful, 
arthroplasty may be given a trial. 

—John W. Brennan, M.D. 


Diagnosis and Treatment of Femoral 
er 


ge 3 ysis (Zur Erkennung und Behandlung frisc 

e piphysenloesungen des Schenkelkopfes). E. Scra- 
’; RIZER. Wien. med. Wschr., 1957, 107: 182. 

of THE AUTHOR reviews 30 cases of slipped femoral 
: epiphysis which were seen at the Arbeitsunfall- 


enhaus in Vienna in the period from 1926 to 
1954. At the time of admission the condition was of 
long duration in 18 patients and in 12 patients the 
condition was acute. In many patients a history of 
trauma was present but could not be made responsible 
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for epiphysial separation because on accurate inter- 
rogation it was found that the symptoms anteceded 
the trauma. The symptoms consisted of pain over the 
involved hip which sometimes radiated to the knee. 
In some cases pain was present only in the knee. 
There was a slight predominance of boys over girls 
among the patients. The majority of them showed 
some evidence of endocrine disturbances, being ex- 
tremely tall, obese with underdeveloped genitalia, and 
with scanty pubic hair. 

On examination the early signs consisted of limita- 
tion of motion, especially internal rotation, and pain. 
In advanced cases every motion in the involved hip 
joint was painful and the leg was held in external 
rotation, flexion, and abduction. The sedimentation 
rate was usually elevated. The roentgenographic 
findings consisted of decreased density of the epiphys- 
ial region in the neck of the femur, varus of the femoral 
neck, and flattening of the upper beak of the femoral 
neck. The treatment consisted of early reposition of 
the slipped epiphysis by manipulation under general 
anesthesia, followed by traction or spica cast. In 
some cases open reduction and transfixion of the head 
of the femur with multiple wires were done. 

Eleven cases were followed from 11 months to 16 
years. Three patients developed aseptic necrosis of 
the head of the femur. In all of these 3 reduction was 
done relatively late, 22 days after the onset of symp- 
toms and the original displacement was greater than 
the circumference of the neck of the femur. Eight 
patients had only a minimal slip and in all the reduc- 
tion was done under general anesthcsia shortly after 
admission. Four of the latter were treated with spica 
casts and the other 4 with multiple wire fixation. 
One patient developed increased density of the fem- 
oral head after the reduction which, however, dis- 
appeared spontaneously, and 2 patients developed 
bony ridges at the site of separation. 

In conclusion, the author suggests that the follow- 
ing factors are responsible for aseptic necrosis of the 
femoral head: 

1. Severe trauma to the blood vessels at the time 
of injury. 

2. Greater displacement of the head of the femur 
than the thickness of the femoral neck circumference 

3. Forceful reposition, especially when marked dis- 
placement of the head is present, 

2 Damage of the blood vessels by a triflanged 
nail. 

The best treatment in the author’s hands has been 
gentle reposition with extension traction and the 
introduction of multiple wires for fixation of the 
separated epiphysis; however, displacements up to 
one-fourth of the neck circumference are excepted. 

—George Wichman, M.D. 


Fractures of the Femur in Children; an Analysis of 
Their Effect on the og oe Length of Both 
Bones of the Lower Limb. Nicuoras R. GrREvILLE 
and Joun C. Ivins. Am. 7. Surg., 1957, 93: 376. 


THIs ARTICLE was written to affirm and to re-emphasize 
the fact that the length of a child’s leg may increase or 
decrease relative to its fellow after fracture of the femur 
of that leg. An attempt was made to elucidate the fac- 
tors influencing the change of length and to estimate 
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the roles of the femur and tibia. Although the number 
of cases is few the value of the study in solution of this 
problem is based on careful analysis, with the use of 
more accurate methods than have been used before. 

In 10 of 14 children who had sustained fractures in 
the mid-part of the femur, the length of the femur was 
increased by an average of 0.6 cm. The length tends 
to be increased most in: (1) children between 4 and 8 
years of age, (2) those who have sustained severely dis- 
placed fractures that are well reduced, and (3) those 
who have sustained fractures that are treated surgically. 

Femoral length was decreased in 4 cases. In 3 of these 
4 cases spiral fractures had occurred; the shortening oc- 
curred at the site of fracture. In the other case long- 
continued immobilization seemed to cause the 
shortening. 

In 9 of the same 14 children the tibia averaged 0.3 
cm. longer than its fellow. Shortening of the tibia 
seemed to be referable to infancy and tolong-continued 
immobilization. 

The increase or decrease of the total length of the 
leg, compared with the length on the opposite side, fol- 
lows the femoral changes. If there is a greater than 
average increase in the length of the femur. the leg will 
be longer than its fellow, whatever the tibial length. 
If there is a smaller than average increasc in the length 
of the femur, the leg may be shorter or longer than its 
fellow, depending on the tibial length. It there is a 
shortened femur, the leg will be shorter but the amount 
of shortening will depend on the increase or decrease in 
the length of the tibia. When the two bones act in op- 
position, the alteration in length is likely to be below 
average. However, if the femur is only slightly length- 
ened, the increase or decrease depends on the change 
in the tibia; in any case, it is slight. When the bones 
work in the same direction, the change is greatest; it is 
minimized when the bones work in opposition. It is rare 
for both the tibia and femur to be shortened, but not 
uncommon for one of them to be lengthened and the 
other shortened. 

Residual angulation shows little tendency to correct 
itself, and it may increase anteriorly or laterally. 

Clinically, differences of 0.5 cm. or less are not de- 
tected by the tape measure. Legs of unequal length 
may appear to be equal when the tape measure is used, 
even if the inequality is 1 cm. Function is good unless the 
injury was very severe. 

Finally, fractures of the femur in children should be 
reduced by closed methods to restore angulation and 
alignment, but shortening should not be fully cor- 
rected in the presence of oblique or transverse frac- 
tures. In the case of spiral fractures which tend to 
shorten at the site of fracture during the healing 
period, full length should be restored. 


The Surgical Treatment of Trochanteric and Juxta- 
trochanteric Fractures (Le traitement chirurgical des 
fractures trochantériennes et juxta-trochantériennes). 
J. O. Ramaprer, J. Duparc, D. ROUGEMENT, and G. 
DE Ferrari. Rev. chir. orthop., Par., 1956, 42: 759. 


Since 1948, 149 trochanteric and juxtatrochanteric 
fractures have been surgically treated on the services 
of Merle d’Aubigné and of Gauchoix. The material 
from both clinics was treated as one in this report as 
the methods of treatment were the same. 
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The authors’ classification of these fractures and 
their methods of treatment used are shown in the 
original article. In method A a Smith-Petersen nail 
with supplemental circular wiring is used; in method 
B a MacLaughlin type of plate-nail appliance; in 
method C the MacLaughlin type of appliance with 
supplemental diaphyseal screw fixation; and in 
method D the Kuntscher nail. 

The Smith-Petersen nail (plus wiring) was em- 
ployed in 10 instances of cervicotrochanteric (C.T.) 
fracture and in 2 instances of pertrochanteric (P.T.) 
fracture. The MacLaughlin plate-nail was used in 
27 instances of (C.T.) fracture, 79 of (P.T.) fracture, 
19 of trochanterodiaphyseal (T.D.) fracture, and in 
3 instances of subtrochanteric (S.T.) fracture. The 
Kuntscher nail was used in 8 instances of subtro- 
chanteric fracture only; wiring and screws alone were 
employed in only 1 instance (T.D.). 

In 90 of the 149 patients operated upon, a good 
functional result was secured; this amounted to 70 
per cent of the 131 patients in whom the late result 
could be ascertained. Seventeen (13 percent) de- 
veloped malunion of the fracture. There were 18 
deaths (12 per cent of 149 patients). The average age 
of the patients who died was 70 years. 

The authors regard the operative risk as being 
slight with proper anesthesia and postoperative care 
and with adequate surgical and roentgenologic equip- 
ment. The complications were of septic character 
(3 of these led to death) and of mechanical character. 
The mechanical complications consisted of breaking 
of the nail in the femoral neck, which led to the 
production of a coxa vara, protrusion of the point of 
the nail into the acetabular cavity, loosening of the 
nail from the plate, and breaking of the MacLaughlin 
plate-nail prosthesis. All of these complications could 
be ascribed to errors in determining the indications 
or in faulty technique, either during the operation or 
in the after care (too early weight-bearing). 

Operative treatment of these fractures is justified, 
especially in the aged, since there is a diminution of 
operative mortality as a result of early ambulation, 
and reduction to a minimum of decubitus ulcer, of 
muscular atrophy due to lengthy immobilization, and 
of the congestive and thromboembolic accidents 
which are so prone to affect the aged patient under 
orthopedic treatment. 

In the discussion, G. Rreunau and R. Gay (Tou- 
louse) presented statistics which seemed to controvert 
partially the assertions of the authors. They showed 
that with their method of pulley extension A modifi- 
cation of that of Russel) they were able to secure 
good results in 84 per cent of the cervico-trochanteric, 
50 per cent of the pertrochanteric and 71 per cent 
of so-called intertrochanteric fractures. The per- 
centage of good results is not greater than that secured 
by surgery, but these results have been secured witha 
mortality of only 4.7 per cent. , 

The authors regard surgery to be especially in- 
dicated for these fractures in the aged patient, a 
leave open the question of treatment of the young 
subject. The discussants believed surgery should be 
more or less restricted oe hog young patient, and 
the aged patient treat y orthopedic extension 
therapy. —John W. Brennan, M.D. 
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Gangrene from Arterial Injuries Associated with 
Fractures and Dislocations of the Leg in the Young 
and in Adults with Normal Circulation. DonaLtp 
§, Mitter. Am, 7. Surg., 1957, 93: 367. 


THE AUTHOR presents 8 cases of trauma to the lower 
extremity in which vascular impairment complicated 
each case. Prior to injury all patients presumably 
had normal circulation. There were 3 fractured legs, 
2 foot injuries, 2 knee-joint injuries, and one fracture- 
dislocation of the ankle joint. Ultimately, all of the 
patients were subjected to amputation except one 
patient who refused it. 

The author points out that proper early treatment 
is imperative in circumventing this complication. 
Vascular injuries may be compounded by the in- 
advisable use of heat or cold, tight casts or appliances, 
the use of a tourniquet, or by ill-timed or careless 


ry. 

Careful case histories are presented. One case with 
a successful arterial graft presented subsequent com- 
plications of necrosis and infection on reconstructive 
surgery one year after the initial injury. 

If rest, relief of pressure, elevation, vasodilators, and 
chemical blockage of chain ganglions on two or three 
attempts do not restore the circulation, exploration 
of the involved vessels may be necessary to relieve 
pressure, stop spasm of the vessels, or even replace 
injured or thrombosed vessels. Amputation cannot be 
delayed in cases of acute phlebitis and/or infection. 

— Richard G. Saxon, M.D. 


Mechanical and Technical Pitfalls in Internal Fixa- 
tion of Fractures. James J. CALLAHAN. Surg. Clin. N. 
America, 1957, 37: 135. 


THE TECHNICAL PITFALLS of internal fixation of frac- 
tures create a problem of great magnitude. The 
author, Chairman of the Department of Orthopedics 
at Stritch School of Medicine and Cook County Hos- 
pital, Chicago, Illinois, has outlined the subject well 
and concisely. To avert regional foreign body irrita- 
tion he recommends avoidance of the use of dissimilar 
metals, selection of suitable appliances, proper and 
judicious number of necessary screws, plates, and 
pins, and an appropriate technique. A rigid fixation 
augments the liberal function of the involved limb. 
Functionability enhances the formation of early cal- 
lus, prevents osteoporosis and absorption of bone ad- 
Jacent to the metallic retaining prosthesis with a re- 
sultant low grade inflammatory local reaction, mus- 
cle spasm, and allows an adventitious bursal pro- 
liferation. If the internal fixation is rigidly controlled, 
a relative paucity of the above sequelae is the reward 
to the patient and surgeon alike. 

Internal fixation is advocated in fractures of the 
radius, ulna, humerus, and upper two-thirds of the 
femur; however, the author questions the use of in- 
ternal fixation of the femur above and below the 
aforementioned site. For fractures of the lower third, 
the author suggests the insertion of a double pin for 
better fixation. 

Several points pertaining to internal fixation are 
briefly mentioned as follows: (1) the length of the 
plates should be approximately four times the diam- 
eter of the involved bone; (2) the screws should be 
driven across both cortices; (3) the reduction should 


be accurate with maintenance of the fracture lines 
during fixation; (4) the screws should be larger than 
the drilled holes; (5) high speed drills should be 
avoided since thermal changes are provocative of 
bone absorption with possible nonunion; (6) Collison 
drills, which minimize breakage, should be used; (7) 
the bone plates should be so molded as to conform 
to the contours of the host without undue strain; (8) 
torsional strain upon the bone fragments should be 
avoided by the use of one or more transfictional 
screws; and (9) the Egger plate, which is more ad- 
vantageous than the conventional Lane plate, should 
be used. 

Intramedullary pinning should be executed with 
caution. In pinning the femur the pin is introduced 
via the trochanter, but when moderate resistance is 
encountered an incongruity of the host or pin exists. 
A pronounced forceful impaction may result in com- 
minution of the bone or a paralleling of the nail 
alongside of the bone, which fortuitously might pro- 
duce a transitory rigid fixation of the fragments. How- 
ever, postoperative roentgenologic studies will reveal 
what has taken place. By virtue of the curvature in 
the femur and tibia and the frequent obliquities of the 
respective medullary channels, the surgeon should 
keep in mind that a round nail and rod are not ade- 
quate for all long bones. 

The author, moreover, dwells upon the complica- 
tions peculiar to this type of highly technical proce- 
dure: namely, ablation of medullary circulation 
(pin), nonunion, infections, deformities, local elec- 
trolytic imbalances, hemorrhage, thromboembolic 
phenomenon, shock, failure in reduction, breaking of 
screws, and guide pins, penetration of the cortex and 
articular cartilage, and even death. 

The metals used in order of their importance are 
vitallium, stainless steel, and neutrilium. The latter 
is represented by the Neufield nail and screws which 
are alleged to be the “strongest and most noncorrosive 
metal that science ever produced.” ° 

Substantially, the author does not condone the use 
of internal fixation of the hip among the age group 
whose life expectancy is already exhausted for fear of 
greater morbidity. It is also contraindicated in chil- 
dren under 17 years of age whose epiphysial centers 
might be jeopardized by a large prosthesis with a re- 
sultant growth disturbance. An exception to this rule 
is a fracture dislocation of the head of the radius 
when fixation is imperative to avert developmental 
abnormalities. Vascular incompetency of an extrem- 
ity is another valid reason which contraindicates in- 
tramedullary pinning. 

The article contains many pertinent roentgeno- 
graphic reproductions depicting the great varieties of 
pitfalls encountered in the internal fixation of frac- 
tures of the extremities. —Samuel L. Governale, M.D. 


ORTHOPEDICS IN GENERAL 

Primary Lipoblastic Tumors of the Skeleton (Tumori 
lipoblastici primitivi dello scheletro). S. Mastracos- 
TINO. Chir. org. movim., 1957, 44: 18. 

Two instances of primary lipoblastic tumors of the 

skeleton observed at the Rissoli Institute of the 

University of Bologna in Italy are reported. 
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The first case was that of a 30 year old man who, 9 
years previously, began to suffer from vague pains in 
the right lower extremity. Later the attacks of pain 
were localized in the upper third of the external 
aspect of the right fibula. The area was particularly 
painful to pressure. Palpation disclosed a firmness 
suggesting infiltration of the subcutaneous tissues in 
this area. Roentgenologic examination of the upper 
third of the fibula showed a sharply delimited defect 
with thinning of the cortex. More proximally were 
two other, less extensive areas of translucency. The 
adjacent bone tissues were sclerotic. 

At operation the fibula was excised. Macroscopi- 
cally and on cross-section the cavities seen in the 
roentgenogram were filled with a lardaceous, grayish- 
yellow, tumor tissue. Healing was without incident, 
but the patient was subsequently lost to follow-up 
examination. 

The histologic picture was typical of lipoblastoma; 
the fat cells of more mature cellular architecture were 
interspersed with typical lipoblasts, polymorphic and 
polydimensional, round cells with hyperchromic, 
centrally placed nuclei, surrounded by a cytoplasm, 
vacuolated or granular, with fine septal divisions 
(stellate arrangement), and with a tendency to 
eosinophilic staining. Conspicuous were atypical 
mitoses and karyoplasmic disproportion. Stroma was 
practically nonexistent; the more primitive, azure- 
staining protoplasm formed a sort of rete surrounding 
the vacuoles. There were few blood vessels and there 
were numerous areas showing degenerative changes. 
Staining with Sudan III was diffuse and involved 
particularly the larger granular inclusions. 

The second case was that of a 56 year old woman 


with long-standing polyarthritic manifestations. After 
a traffic accident, the right knee became swollen and 
painful with a moderate degree of functional impo- 
tence. 


On examination, the knee was found to be swollen, 
warm, and painful to palpation. Roentgenologic 
examination showed the lower third of the right 
femur to be permeated with large areas of osteoly. 
sis, located predominantly medially. There was infil- 
tration of the surrounding soft tissue about areas of 
solution of continuity of the cortex. There was a 
pathologic fracture of the medial condyle. Otherwise 
the outlines of the bone were clear-cut and the oste- 
olytic areas were traversed by coarse, irregularly 
coursing septa. 

At operation the lower third of the femur was re- 
moved and a combination of homografts and hetero- 
grafts, along with Delitala’s infibulation nail used to 
fill the defect. Convalescence was uneventful. Three 
months later the extremity showed a normal axis and 
the arthrodesis of the knee was solidly healed. Two 
years and 9 months after operation the patient was in 
excellent general condition; the extremity was short- 
ened by 6 cm. but practically painless. There was no 
evidence of recurrence or metastasis. The bone struc- 
ture was well healed about the homoplastic transplant. 

Histologic examination of the removed specimen 
showed the typical findings of angiolipoblastoma. 

The author concludes that the entity of the neo- 
plasm is recognized only from the histologic picture, 
but the roentgenogram may reveal suggestive findings. 

From his study of the literature on this rare neo- 
plasm and from his own experience the author offers 
a classification which is simpler than that of Ewing. 
He divides these tumors into pure and mixed types. 
The pure types are subdivided into the benign li- 
pomas, the relatively malignant lipoblastomas, and 
the malignant liposarcomas. The mixed types are 
subdivided into the benign fibrolipomas and angioli- 
pomas, and the malignant myxoliposarcomas, the 
fibroliposarcomas, and the angioliposarcomas. 

—John W. Brennan, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


An of the Aorta Treated by Resection; Analy- 
sis of 313 Cases. E. De Baxey, Denton A. 
Cootey, and Oscar CREECH, JR. 7. Am. M. Ass., 

1957, 163: 1439. 


ANEURYSM OF THE AORTA is a progressively disabling 
disease which, if untreated, is ultimately fatal. The 
average period of survival is one to 2 years after the 
diagnosis is made. Aneurysms are classified into two 
broad categories, thoracic and abdominal, and further 
subdivided into three groups: sacciform, fusiform, and 
dissecting. 

Sacciform aneurysms are usually luetic in origin 
and arise in the region of the aortic arch. Because of 
the fact that the neck in these aneurysms is relatively 
small and the leathery consistency of the surrounding 
aortic wall is suitable for suturing, the lesion may be 
extirpated readily by the application of an occluding 
clamp tangentially across the neck of the aneurysm 
without encroachment upon the aortic lumen. The 
operative mortality in 24 patients so treated was 37 
per cent. 

Fusiform aneurysms involve the entire circumference 
of the aorta for a varying distance. Excisional therapy 
necessitates resection of the diseased segment of aorta, 
with restoration of continuity by means of an aortic 
homograft or a suitable plastic substitute. The tech- 
nical performance of this procedure thus imposes addi- 
tional problems arising from the necessity for tempo- 
rary arrest of the aortic circulation and consequent 
ischemic effects on the tissues, the most important of 
which are the brain and spinal cord. Several ap- 
proaches may be employed in overcoming this prob- 
lem, the choice of approach depending primarily 
upon the location of the lesion. There were 14 deaths 
among 43 patients in this group of operations. 

The surgical approach to dissecting aneurysms of 
the aorta is concerned with prevention of further intra- 
mural dissection and terminal rupture by the creation 
of conditions compatible with function and eventual 
repair. For aneurysms arising in the ascending aorta 
the procedure consists in the production of a re-entry 
channel from the dissecting passage to the true lumen 
high in the descending thoracic aorta with obliteration 
of the false passage below. The second method con- 
sists in the excision of the segment of aorta in which 
the dissection begins with obliteration of the false 
passage below and replacement of the excised segment 
with an aortic homograft. The prognosis in dissecting 
aneurysms of the aorta is extremely grave. The condi- 
tion is rapidly fatal in from 75 to 90 per cent of the 


cases, 

Aneurysms of the abdominal aorta, except in the 
Presence of rupture, present a much simpler surgical 
problem and are associated with less risk than aneu- 
tysms located elsewhere in the aorta. The most impor- 
tant potential contraindications to operation are dis- 
abling cerebral, cardiac, and renal disturbances. With 
increasing experience in the surgical management of 
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these cases there has been a progressive decrease in 
the operative mortality from 25 to less than 2 per cent. 
Long term results have been most gratifying, and 
follow-up studies extending over 3 years reveal a sig- 
nificant increase in life expectancy. 

—Ely Elliott Lazarus, M.D. 


A Flexible Aortic Bifurcation Graft of Chemicall 
Treated Nylon. W. Stertinc Epwarps and James S. 
Tapp. Surgery, 1957, 41: 723. 


THE AuTHORs describe the preparation and technique 
in the use of a braided nylon bifurcation graft chem- 
ically treated with formic acid to make a noncollaps- 
ible tube. Their previous reports have outlined the 
development of straight tubes of braided nylon which, 
when chemically treated with formic acid and crimped, 
make a satisfactory flexible graft for arterial replace- 
ment. 

These tubes can be made in many sizes and lengths 
and have the following advantages. They are readily 
available and easily sutured to the host arteries after 
heat-sealing the frayable ends of the tube. Bleeding 
through the pores is not a serious problem, and the 
crimping of the tube prevents wrinkling or kinking 
which could cause obstruction and thrombosis. It has 
been found both experimentally and clinically that 
the incidence of thrombosis is low even in very long 
tubes (as long as 20 inches). What the long-term re- 
sults will be 1 year or more after insertion is not yet 
determined but the early experience up to 9 months 
Pea been excellent with no incidence of late throm- 

is. 

The major effort of the authors has been directed 
toward the development of a prefabricated Y-tube 
with a straight aortic segment that was not flexible, 
but with iliac limbs which were noncollapsible and 
flexible enough to allow end-to-side anastomosis to 
the iliac or femoral vessels below to enable the patient 
to flex the thigh without causing a wrinkle obstruction. 
It was learned that it would be necessary to make this 
a braided tube since woven or knitted tubes cannot be 
crimped to allow the flexibility desired. 

The final product has a five-eighths inch internal 
diameter in a straight aortic segment which is 5 inches 
long, while the crimped limbs are three-eighths inch 
in internal diameter and 12 inches long. The 2 small 
holes on either side of the crotch are sealed with 
nylon-formic acid glue. The graft is treated with an 
ether solution of silicone to decrease the blood loss 
through the pores. 

Four of these graft bifurcations have been used to 
bypass aortoiliac obstructions. One bypass extended 
from the aorta just below the renal vessels down to the 
superficial femoral arteries in the thigh. Three other 
aortoiliac obstructions were bypassed in a similar pro- 
cedure, except that the operation was performed en- 
tirely through the abdomen and the iliac limbs of the 
graft were sutured to the patient’s external iliac 
vessels just inside the femoral canal rather than to the 
superficial femoral arteries in the thigh through 
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separate incisions. All developed strong pedal pulses 
and the symptoms disappeared. 

Four cases of obstruction of the aortic bifurcation 
from arteriosclerosis have been successfully bypassed 
with a braided Y-tube of nylon chemically treated 
with formic acid. One ruptured abdominal aneurysm 
was replaced with this graft but death followed from 
pre-existing shock. This prefabricated graft is easily 
sterilized and sutured, has a low incidence of early 
thrombosis, and has the advantage of having limbs 
that are flexible without kinking. 

— john H. Mohardt, M.D. 


Arterial Injuries (Traumatismes artériels), R. VEROFT. 
Acta chir. belg., 1956, 55: 698. 


A COMPARISON OF RESULTS obtained in the treatment 
of arterial wounds in the two world wars and the 
Korean war indicate that repair operations yield the 
best results. This conclusion is reached following a 
careful analysis of the reported statistics. The im- 
portance of ascertaining the condition of the peripheral 
pulse is emphasized. If it is not perceptible, immediate 
exploration of the neurovascular bundle is indicated. 
Sympathetic infiltrations frequently prove futile. 
Liberation of the artery compressed by hematoma, and 
relief of the spasm by local application of vasodilators 
and antispasmodics will permit complete restoration 
of the arteries. Edema may yield to a decompression 
aponeurotomy. The various types of arterial injuries 
and their treatment are discussed individually, on 
the basis of statistics from various sources. Techniques 
of lateral suture, anastomoses, and anastomoses with 
interposition of material are described in detail. 

It is emphasized that wounds of the arteries con- 
stitute only one chapter of arterial injuries. The 
various lesions result in a disturbance of the circulation 
in the involved limb which, if not compensated, 
results in gangrene and amputation. The injury may 
consist in spasm or contusion of the artery, puncture 
or division of the artery with or without loss of sub- 
stance, and many intermediate stages, including com- 
pression of the artery. The latter will usually disappear 
upon reduction of the fracture or dislocation. If the 
peripheral pulse is not re-established, prompt sur- 
gery is indicated to prevent thrombosis. In arterial 
spasm, only prompt restoration of the blood flow 
will prevent development of Volkmann’s syndrome, 
and the possibility of a secondary disappearance of 
the pulse following initial restoration must be kept 
in mind. The pathogenic mechanism of arterial con- 
striction is discussed. Blood flow should be brought 
back to normal as quickly as possible, and in any 
case within 6 hours. The efficacy of sympathetic 
therapy has been questioned and most workers agree 
that the general or local application of antispasmodics 
such as papaverine hydrochloride (2.5 per cent) yields 
best results in vascular spasm. In severe arterial con- 
tusions with intraparietal hematoma, resection of the 
affected segment is the procedure of choice. When 
the exposed artery is in spasm and its integrity doubt- 
ful, an exploratory arteriotomy is indicated. If edema 
is obstructing the arterial blood flow, a decompression 
aponeurotomy may be indicated. If a resection of 
only 2 to 3 cm. is made, end-to-end anastomosis may 
suffice, but for larger ones vascular grafts are used. 
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Wounds of the arteries may, of course, ensue from 


operations as well as from gunshots and shell frag. 
ments, or fractures. For a long time wounds of the 
arteries were treated by hemostasis with ligatures, but 
at present, re-establishment of vascular continuity 
constitutes the treatment of choice. Simultaneous 
ligature of the vein will not improve the circulation, 
In wounds of the small arteries, temporary intro- 
duction of a polythene tube will restore vascular con- 
tinuity in cases in which anastomosis might prove 
difficult because of the small caliber of the vessel, 
The use of anticoagulants postoperatively may lead 

to secondary thrombosis, although Govaerts believes 
that the latter may be avoided by careful suture, 
Anticoagulant therapy may lead to the formation of 
hematoma as the result of diffuse oozing at the site of 
the wound. The prevention of shock and main- 
tenance of the normal arterial pressure by adequate 
re-animation are also useful in preventing secondary 
thrombosis. Postoperative blood pressure may be 
maintained at a normal level with blood transfusions 
rather than with vasoconstrictors. Local application 
of heator ice, or local refrigeration is not recommended. 
Results are largely dependent upon the time elaps- 
ing between the injury and the surgical intervention, 
the number of amputations increasing with the in- 
terval between the two, during which an extensive 
thrombosis may develop in the distal arteries of the 
limb with resulting ischemia and prolonged anoxemia 
of the tissues which is irreversible in spite of arterial 
repair. The incidence and significance of associated 
lesions of the bones, nerves, and veins are discussed. 
An injury of sufficient violence to produce fracture 
will lead to torn muscles and the destruction of 
multiple collateral paths, thus necessitating more im- 
mediate surgical treatment. Constriction of a limb 
for the purpose of hemostasis is dangerous; a compres- 
sive bandage at the site of the wound will suffice. Pre- 
operative treatment of associated venous lesions may 
serve to prevent arteriovenous fistula with complica- 
tions. Simple ligation will suffice for smaller veins. 
Lateral wounds of the larger vessels should be sutured 
and sections should be ligated. Slowing of the blood 
stream may lead to thrombosis at the line of suture 
and increases the danger of pulmonary embolism. 
Ligation of the larger arteries is frequently followed 
by gangrene, and an attempt at repair is indicated, 
however difficult. The location of the arterial injury, 
likewise, affects the incidence of gangrene, which is 
more than double in arteries of the leg as compared to 
arteries of the arm. The absence of musculature at 
the knee renders injuries of the popliteal artery 
particularly serious because of deficiency of the col- 
lateral circulation. Also the position of the wound on 
the artery will be of significance, lesions below the 
origin of the deep branches of the humeral and fem- 
oral arteries being less serious than those above it. 
Gangrene develops and amputation becomes neces- 
sary in 60 to 100 per cent of the cases of injury of 
the popliteal artery, and even if the limb is saved, 
there may be relative functional incapacity. In these 
cases restoration of the arterial lumen is urgent. 
Ligation of the popliteal artery is dangerous. Even 
in cases in which restoration of the continuity is fol- 
lowed by secondary thrombosis, the end results will 
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be better than following ligation, since a collateral 
circulation is more easily established. The various 
techniques are reviewed, including lateral suture, 
laterolateral anastomosis, end-to-end anastomosis, 
anastomoses without suture, prostheses, and vascular 
ts. 

Upon admission the patient is resuscitated and 
operation is performed under local or general anes- 
thesia. The vessel is approached by the most direct 
route. A temporary ligature is placed at the root of 
the limb to control hemorrhage that might result 
from mobilization of a clot. Hemostasis is imperative. 
In a cervicothoracic wound a thoracotomy is done 
in the first stage, ligatures being passed around the 
bases of the wounded vessels. Only in this manner is 
it possible to approach the lesion without the risk of 
cataclysmic and fatal hemorrhage. 

Secondary complications include thrombosis, sec- 
ondary hemorrhages, and aneurysms. Hemorrhage 
may result from loosening of the sutures. Only arterial 
walls of good quality should be sutured. The pro- 
phylactic use of antibiotics is recommended. The 
incidence of late aneurysmal dilatation of the graft 
is not exactly known, but fear of aneurysm should 
not be allowed to deprive the patient of the benefit 
ofa vascular graft which might save a limb. Preserva- 
tion of the limb will not necessarily depend upon 
permeability of the artery. An adequate collateral 
circulation developed through temporary permeability 
of the anastomosis may suffice. It is emphasized that 
peripheral pulsation may exist even when the main 
artery is not permeable. When the small vessels 
emerging below the insertion of the deep humeral 
artery hinder transmission of the pulse, oscillometry 
and arterial pressure readings will show the difference 
between the two limbs, a difference of more than 2 
cm. of mercury indicating obliteration. Aneurysmal 
dilatation of the artery reduces the flow and causes 
adrop in blood pressure below the sac. Arteriography 
furnishes the best information concerning the perme- 
ability of the vessels, although cases of secondary 
thrombosis due to this procedure have been reported. 
Ten cases are described in detail. 

—Edith Schanche Moore 


Cystic Degeneration of the Popliteal Artery. Tor 
Hrertonn, Kay and Cuares Ros. Brit. 7. 
Surg., 1957, 44: 348. 


A cystic CONDITION that affects the popliteal artery, 
previously undescribed, is reported in detail on the 
basis of 4 patients. All 4 of the patients were young 
men in their twenties or thirties, and all suffered from 
a severe degree of intermittent claudication. Opera- 
tion in each case disclosed a cystic swelling of the 
popliteal artery which contained jelly. The affected 
segments were excised and continuity of the vessels 
restored by appropriate grafts. 
ese cysts were localized to the adventitial layer 
of the artery. In 1 case, apparently the earliest in its 
pathologic development, the lumen of the artery was 
narrowed by pressure from the cyst but the media and 
intima were normal except for a tiny mural throm- 
is. In a second case a similar cyst and partial 
necrosis of the media were found. In a third case 
Tupture of the necrotic media and intima led to a 
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communication between the advential cyst and the 
lumen of the artery. 

The cause of the process is not known, although 
pathologically it appears to be an intramural, muci- 
nous, degenerative process. No evidence of inflamma- 
tion or old hemorrhage was apparent. The walls of 
the cyst were lined by flattened cells resembling 


endothelium. 
—E. Thomas Boles, Fr., M.D. 


The Diagnosis of Traumatic Main-Vessel Thrombosis. 
G. E. Mavor. Brit. J. Surg., 1957, 44: 337. 


THE RECOGNITION of traumatic thrombosis as a cause 
of segmental occlusion of the main vessel in the lower 
limb is important both in determining the prognosis 
and guiding the treatment. The author found 5 such 
instances in 164 cases of peripheral arterial insuffi- 
ciency in the lower leg. In 3 of these histologic con- 
firmation of the diagnosis of the resected thrombosed 
vessel was obtained; in the other 2 the diagnosis was 
supported by the site of thrombosis and the arterio- 
graphic picture. The site of thrombosis in 1 was the 
superficial femoral artery, and in the remaining 4 the 
site of thrombosis was the popliteal artery. 

In some cases the traumatic etiology is supported by 
a history of an injury adequate to initiate thrombosis, 
such as a fracture or a penetrating wound. When such 
a history is absent, the possibility of repeated minor 
trauma incident to the patient’s occupation or habits 
should be investigated. The main artery of the lower 
extremity is subject to unusual stresses ai the adductor 
magnus opening area and in the popliteal fossa. At 
the adductor magnus opening muscle pull may cause 
angulation of the artery, and this has been shown 
radiographically; however, traumatic thrombosis of 
the femoral artery without preceding injury is rare. 

Radiologic examination of the popliteal artery in 
the fetus has demonstrated stretching and narrowing 
of the vessel on extension, and these changes are par- 
ticularly evident on hyperextension. These changes 
are most pronounced in the distal half of the artery, 
and in this segment the artery often has no branches 
to anchor it in position and to minimize the stretching 
on extension. 

In 2 of the 4 reported cases of popliteal thrombosis 
the patients had hyperextension injuries prior to the 
onset of peripheral ischemia. In addition, arterio- 
graphic studies indicate that the usual site of early 
occlusion in traumatic cases is in the distal branch- 
free segment of the artery. In 1 of the 4 cases an early 
arteriogram showed the occlusion in this distal por- 
tion, and in the other 3 the popliteal artery was 
blocked in its entire extent. 

Clinical and arteriographic evidence aid in distin- 
guishing thrombosis due to trauma from that due to 
atheroma. Although age is no criterion, the author 
believes the clinical diagnosis should probably be lim- 
ited to those under 40 years of age, since only in this 
age group is a healthy artery probable. When throm- 
bosis secondary to atheroma occludes the popliteal 
artery, it almost invariably starts in the proximal por- 
tion at the site of origin of the large sural branch. In 
late cases, in which the entire length of the popliteal 
artery is affected, this point is of no value. The pres- 
ence of the arteriographic findings of atheroma is, of 
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course, important evidence; these findings include ir- 
regularity of the intima, pinching of the origins of the 
branches, and intimal calcification not in plaques. 
Thromboangiitis obliterans may be a differential 
consideration, although in all probability thrombo- 
angiitis obliterans is a rare cause of occlusion of the 
main vessel. The final proof of the diagnosis in doubt- 
ful cases depends on the histologic examination of the 
occluded segment. —E. Thomas Boles, jr., M.D. 


BLOOD; TRANSFUSION 


Increased Blood Cell Agglutination Following a 
iac 


tion of Fat, a Factor Contributing to Car 
Ischemia, Coronary Insufficiency, and Anginal 
Pain; a Contribution to the Biophysics of Disease. 
ArtTHuR V. Wiiuiams, A. Curtis HicGINBOTHAM, and 
ME tvin H. KnisE.y, Angiology, 1957, 8: 29. 


AGGLUTINATION of red cells and sludging of soft masses 
of those cells within small arterioles and capillaries 
occur when the blood lipids are elevated in certain 
persons. The authors demonstrated those phenomena 
in the vessels of the bulbar conjunctiva of a patient who 
had myocardial damage due to coronary insufficiency. 
The sludging was remarkably exaggerated during the 
hours of absorption of a fatty meal; in that period the 
— angina and his electrocardiogram was 
nged. 

The authors postulate that lipemia after meals may 
cause sludging which may impair the forward flow 
through the myocardial arterioles and may cause an 
increase of ischemia, even to infarction. This develop- 
ment would have particular significance in patients 
whose coronary vessels were narrowed by atherosclero- 
sis. —Leonard D. Rosenman, M.D. 


MISCELLANEOUS 


A Heparin Preparation with Prolonged Action; Its 
Clinical Application. E. Dotterup, H. 
and C, Horten. Lancet, Lond., 1957, 1: 897. 


THE COUMARIN DERIVATIVES are valuable as they are 
effective when administered orally, but 24 hours mus 
elapse before the clotting time is increased sufficiently, 
When dicumarol is given the full effect is not reached 
for 48 hours. 

Heparin given intravenously attains its full effect 
almost immediately but this is very short-lived, 

A heparin solution (heparin prolongatum) was 
prepared for intramuscular injection. Experimental 
injections were tried. Heparin prolongatum has been 
given in doses roughly adapted to the weight of the 
patient; the initial dose was usually 2 ml, Dj- 
cumarol was given in doses of 300 to 600 mgm. at 
the same time as the first heparin injection. No further 
dicumarol was given for at least 72 hours. To date 135 
patients have been treated with more than 800 injec- 
tions of heparin prolongatum. There has been no local 
reaction, tenderness, infiltration or hematomas. 

One hundred and seventeen blood samples were 
tested. The authors believe that they have produced a 
heparin solution satisfactory for intramuscular injec- 
tion, with long-continued action but without the risk 
of causing local reaction and hematomas. They also 
believe this preparation is useful for “bridging the 
gap” until dicumarol or any other anticoagulant of 
that group has fully developed its effect. 

Heparin prolongatum is a heparin solution contain- 
ing 100 mgm. per milliliter to which has been added 
1.25 per cent carboxymethy] cellulose. 

—Richard 7. Bennett, M.D, 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Reconstruction of the Hand after Median-Nerve 
Palsy. J. Epwarp Frynn. WV. England 7. M., 1957, 
256: 676. 


ANATOMIC DISSECTIONS indicate that the abductor pol- 
licis brevis is the most important of the thenar muscles 
for providing true abduction of the thumb, and that 
the opponens pollicis is the least important. 

Electric stimulation tests show that, physiologically, 
the abductor pollicis brevis muscle is the most im- 
portant of the thenar group of muscles for pinching 
and grasping and adequate abduction of the thumb. 
Electric stimulation of the abductor pollicis brevis 
produces abduction of the thumb to a point where the 
tip of the thumb is 17 cm. from the tip of the index 
finger, and there is good pulp-to-pulp pinch between 
the pad of the thumb and the pads of the fingers 
when the fingers are flexed at the metacarpophalan- 
geal joints and extended at the proximal and distal 
interphalangeal joints. 

Electric stimulation of the lateral part of the flexor 
pollicis brevis produces abduction of the thumb to a 
point where the tip of the thumb is about 10 cm. 
from the tip of the index finger. Strong pulp-to-pulp 
pinch between the thumb and fingers with flexion 
at the metacarpophalangeal joints and extension at 
the proximal and distal interphalangeal joints cannot 
be performed. Weaker pinch, for small objects, is 
provided between the tip of the thumb and tips of 
other fingers when the fingers necessarily flex at the 
metacarpophalangeal joint and also at the proximal 
and distal interphalangeal joints. 

In the author’s experience the best operation for 
median nerve palsy is one of physiologic tendon 
transplantation. The flexor sublimis tendon of the 
ting finger is transplanted so that pull on the thumb 
isexerted in the direction of the origin of the abductor 
pollicis brevis. The transplanted tendon is atta~hed 
to the tendon of insertion of the abductor pollicis 
brevis, — Orville F. Grimes, M.D. 


Air Embolism (Luftembolie). W. Fexrx. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1956, 284: 298. 


Tur FREQUENCY of air embolism, reduced since the 
introduction of newer techniques (curare, intubation), 
is still of — theoretical significance in the con- 
sideration of intubation versus local anesthesia, and 
of major importance when it occurs in a patient 
because of the accompanying high mortality rate. The 
venous origin of embolism is recognized. Air enters 
tither a pulmonary vein or one of the veins near the 
heart. Paradoxical embolism occurs with a patent 
foramen ovale. Entrance of air into an injured vein is 
olten accompanied by a characteristic noise. However, 
occasionally delayed emboli are noted from 15 minutes 
‘oseveral hours after operation. There is no agreement 
in the literature regarding the further transportation 
or distribution of the aspirated air. ; 


Retinal and tongue changes may often prove the 
presence of an embolus. Palpatory or visual evidence 
of air embolism in a blood vessel is very rare. 

Experimental and clinical evidence indicates that 
the heart continues working after the brain shows 
signs of severe damage. In arterial air embolism both 
the heart and brain are involved simultaneously. 
The conclusion therefore appears inescapable, that 
under these conditions death is caused by damage to 
the brain. 

Intubation and curare appear to be the most effec- 
tive means for the prevention of emboli. Attention to 
the veins in the operative field, position, and calm 
breathing of the patient, as well as an increased 
intrabronchial pressure are other important require- 
ments. To avoid air aspiration, in cardiac surgery 
the exposed cavities should be filled with fluid before 
the operation is completed and the clamps are re- 
moved. 

Therapy consists in immediate closing (finger pres- 
sure, suture) of the vein. Intrabronchial increase in 
pressure, pharmacologic therapy (luminal, ganglion- 
blocking agents), artificial respiration, placing the 
patient on the left side with head down, puncture of 
the right ventricle, and cardiac catheterization are 
some of the methods employed. Experimentally, at- 
tempts have been made to place the entire body 
under pressure—an analogy to the method used in 
the treatment of caisson disease. 

Cardiac massage and defibrillation were effective 
in restoring the circulation in some experimental 
animals. Blood pressure drop, and breathing and 
reflex changes accompanying mild to moderate brain 
embolization could be favorably influenced by the 
intracarotid administration of analeptics. 

—Sidney Smedresman, M.D. 


Air Embolism: Experience in 15,000 aaa Opera- 
tions, 1945 to 1955 (Erfahrungen ueber Luftembolien 
bei 15,000 Strumaoperationen, 1945-1955). Paut Hu- 
Langenbecks Arch. u. Deut. Kschr. Chir., 1956, 284: 


In A series of 15,700 thyroidectomies during the 
indicated period, 16 patients sustained air emboliza- 
tion, but with a fatal termination in 6. Generally, 
the diagnosis can be made antemortem. However, for 
the practicing surgeon the following points are of 
interest: 

As verified by autopsy, air entered the unligated 
veins of the lower part of the gland in 2 cases, the 
vein of the lower part of the fibrous sheath in 1 case, 
a side vein in 1 case, and a large vein that entered 
directly into the point of confluence of both innomin- 
ate veins in 1 case. 

Maximum danger for the patient followed changes 
in tissue tension rane of the remaining thy- 
roid tissue, or patients’ bending head forward for 
suture or sitting up for bandaging). In addition, the 
patient was always in danger whenever a clear view 
of the operating field was not obtainable (bleeding). 
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As to the prognosis, emboli in the pulmonary 
circulation caused immediate death because of failure 
of the right side of the heart, or they had no effect 
at all. Air emboli in the brain caused no fatalities. 
Although 3 patients sustained permanent damage, the 
others recovered within 4 to 6 weeks and one patient 
with quadriplegia recovered within 24 hours. 

Preventive measures include: (1) a clear blood-free 
operative field and (2) positive venous pressure with 
intubation anesthesia and horizontal position of the 
patient. However, a clear, blood-free operative field 
is of such vital importance that it is preferable to 
have the patient in a sitting position during operation. 

The over-all mortality rate in the entire series with 
various types of procedures was 0.35 per cent. The 


last fatality occurred in September, 1950. With the 
introduction of intubation anesthesia by a competent 
anesthetist there were no incidents of fatal air emboli 
in a continuous series of 9,491 thyroidectomies. 
—Sidney Smedresman, M.D. 


eee Hyperthermias; Their Pathogenesis 

and Treatment (Les hyperthermies postopératoires; 
essai pathogénique et traitement). H. Lazorit, and R. 
Favre. Acta chir. belg., 1956, 55: 585. 


Tus sTuDy unifies the different pathogenetic factors 
in hyperthermia, and on the basis of clinical and 
experimental studies concludes with some therapeutic 
suggestions. 

The temperature of homeotherms is a result of 
thermogenesis and thermolysis. This simple concept 
is basic to any discussion of the subject. Postoperative 
hyperthermias necessarily stem from an insufficient 
thermolysis in equilibrium with a normal thermogene- 
sis or, more commonly, an increased thermogenesis. 

Thermolysis is due to conduction, convexion, and 
radiation by evaporation through the skin, the lungs, 
and heat loss with urine and feces evacuation. Peri- 
pheral vasoconstriction decreases and vasodilatation 
increases thermolysis; the vasomotor system of the 
most superficial layers is then one of the main factors 
in the mechanism of heat loss. Thermogenesis depends 
on the heat liberated by the tissues. It is the result 
of the liberation of energy by all the cells which 
constitute the organism. 

The authors investigated, first of all, the changes of 
the internal milieu which occur in hyperthermia. 
Since this surrounds most intimately the individual 
celis and mediates vasomotor, vegetative, and endo- 
crine cellular correlation, it should show some de- 
viation. 

Increase in sodium concentration was a charac- 
teristic finding in some clinical observations. A 72 
year old patient operated upon for cancer of the 
rectum under artificial hibernation developed a tem- 
perature elevation to 39.5 degrees C. 3 days post- 
operatively. The metabolic analysis in this patient 
showed an insufficient hydration which resulted in 
an increase of extracellular sodium concentration. 
The studies further indicated that the extracellular 
concentration was not a true indicator of the total 
sodium content of the organism. The sodium seemed 
to have passed from the extracellular into the intra- 
cellular compartment after the administration of 
physiologic solution in an amount capable of replac- 


ing the small urinary sodium losses and losses due tp 
nasogastric suction. 

In the second patient hydration was insufficient 
and, in addition to this, an excessive amount of 
sodium was administered. This patient underwent 
a total gastrectomy, splenectomy, transverse colec. 
tomy, and resection of the tail of the pancreas. Pari 
passu with the retention of sodium an elevation jn 
temperature to 39 degrees C. occurred on the third 
day and to 40 degrees C. on the fourth day. There 
was no evidence of any infection. On the fifth day 
with an increased diuresis and excretion of sodium 
the temperature started to decline. 

Secondary to insufficient caloric intake and the 
subsequent utilization of the intrinsic protein, an 
extrusion of sodium will result and produce an eleva- 
tion of the serum sodium. The case of a patient with 
delirium tremens who received, prior to the tem- 
perature elevation, 2 gm. of sodium per day is dis- 
cussed. Because of temperature elevation the patient 
was subjected to artificial hibernation with the tem- 
perature maintained between 36 and 38 degrees C. 
The cause of hyperthermia in this patient was thought 
to be a profound disturbance of the metabolism on 
the cellular level caused by the basic disease and the 
nutritional status. After 6 days of artificial hiberna- 
tion the temperature rose again. Shortly after the 
daily administration of dextrose and levulose (300 
gm. daily) to bring about the extrusion of intra- 
cellularly accumulated sodium the temperature came 
down to between 38 and 37 degrees C. and a sodium 
diuresis started. 

Although it is necessary for the sodium ion to pass 
from the extracellular to the intracellular space for 
the liberation of energy, the energy response of a 
cell increases with an increase of extracellular sodium 
concentration. Bachrach’s studies in previous years 
demonstrated an increased plasma sodium and potas 
sium elevation accompanying elevations of tem 
perature. This idea was corrected by the authors who 
found in similar situations sodium passing into the 
cell with consequent decrease of the extracellular 
concentration of sodium. The schematic presentation 
of happenings then may be completed by the demon- 
stration on isolated organs that immediately after 
the ingress of sodium at the time of the ascending 
phase of the action potential there is an egress ol 
potassium at the time of the descending phase, which 
together tend to re-establish the ionic concentration. 
The sodium cannot leave the cell and the potassium 
cannot return into the cell unless an active cellular 
metabolism necessitates an energetic influx, mainly 
glucose. If such is not available the organism has to 
utilize its protein resources to extrude the sodium. 
The authors admit that their theory of the pathogenesis 
of hyperthermia might have loopholes, but they fee! 
that some of the clinical events may be better under- 
stood on such a basis. 

With an intensification of the liberation of energy 
the central nervous system, lungs, heart, and muscle 
receive a preferential approvisation. At the level of 
the skin a vasoconstriction will be observed which will 
not allow the thermolysis to follow the thermogenesis. 
Elevation of the extracellular concentration of sodium, 
all the vegetative reactions (adrenalin, noradrenalis) 
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which increase the sodium and decrease the potassium 
concentration of the smooth muscle of the peripheral 
vessels and the cardiac muscle, all injections of 
sympathomimetic agents will decrease thermolysis 
while increasing the peripheral vascular tonus. Hustin, 
who studied these vasomotor and thermic reactions, 
found it constantly after all surgical procedures. The 
authors mention the possibility that trisodium citrate 
may be the cause of hyperthermias after blood trans- 
fusions. After the intravenous administration of 1 gm. 
of sodium citrate to dogs an increase of oxygen con- 
sumption and of vasomotor tonus could be demon- 
strated. The pituitary-adrenal influence on a cellular 
level will be similar to that of the adrenosympathetic 
system. The final result will be an increased cellular 
sodium retention, elevation of the peripheral vascular 
tonus, and increase in energy liberation. Hypercapnia 
may be an essential cause of sodium retention; hyper- 
capnia at the time of surgical procedures oftentimes is 
conditioned by a respiratory depression due to drugs 
used in the premedication of surgical patients who are 
subsequently inadequately oxygenated even though 
clinical cyanosis is prevented. Patients with bron- 
chorrhea are always hyperthermic and bronchorrhea 
is a consequence of sodium retention and hyper- 
capnia; the latter is intensified as the course pro- 
gresses and creates a vicious cycle. 

A type of very severe hyperthermia was observed by 
the authors as an acute clinical process developing 
within a few hours in association with cardiovascular 
collapse and electrocardiographic findings of right 
axis deviation. The autopsy findings usually demon- 
strated a right cardiac or pulmonary thrombosis, the 
thrombosis developing in situ. 

In the genesis of severe hyperthermias the dien- 
cephalic centers play a role of relays only, although 
there is no question that in hot environments the cen- 
tral thermoregulating center may be damaged in ad- 
dition to the peripheral biological equilibrium. It is 
probable that in some lesions of the central nervous 
system the damaged thermoregulatory centers send 
vasoconstrictor and hypermetabolic stimuli to the 
periphery. Such may occur in an anesthetic error of 
prolonged hypoventilation, severe hemorrhagic ane- 
mias, and cardiac arrests. 

The prophylactic treatment of hyperthermia in- 
stituted by the authors consists of a salt free regimen 
and carbohydrate rich alimentation 48 hours before a 
surgical intervention. One should be apprehensive of 
citrated blood in amounts above 1,000 ml. and fresh 
heparinized blood is preferable. Glucose should be ad- 
ministered by vein to diminish the extracellular so- 
dium concentration. An actual neuroplegia of the 
neurovegatative and endocrine organs can be achieved 

the administration of glucose with insulin. Anoxia 

of hemorrhagic or anesthetic origin should be 
avoided; morphine and its derivatives should not be 
used and only short-acting curarizing agents should 
be utilized. As active therapy, hydration with a suf- 
ficient amount of carbohydrate will be adequate in 
some patients. The use of neuroplegic agents in the 
severe hyperthermic syndromes is logical. They de- 
crease the intensity of tissue respiration and also aid 
use of their central and peripheral effects of 
vasodilatation, hemodilution, increase in thermolysis, 
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decrease of extracellular sodium concentration, and 
decrease of adrenosympathetic and pituitary-adrenal 
activity which decreases the ionic exchanges across the 
membranes. Their use, however, necessitates hydra- 
tion without sodium administration but with potas- 
sium and carbohydrates. Active refrigeration facili- 
tates the realization of a functional thermic optimum. 
The diminution of sodium can be carried only to a 
level which will not induce a syndrome of water in- 
toxication. —Karel B. Absolon, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Evaluation of Present Day Concepts in the Treatment 

of the Severely Burned Patient. James F. ConneELL, 

R., JoHN J. Bowe, Louis Det Guercio, and Louis M. 
OUSSELOT. Am. 7. Surg., 1957, 93: 694. 


THE INITIAL TREATMENT of the burned patient begins 
with an estimation of the percentage of second and 
third degree destruction of the body surface. Parenteral 
fluid therapy is administered according to Evans’ 
formula (Surg. Gyn. Obst., Internat. Abstr. Surg.; 1952, 
94: 273) for burns of less than 45 per cent of the body 
surface. For more extensive burns the formula is 
modified by using relatively more blood and less saline 
and water with a limitation of 6 to 8 liters in 24 hours. 
The rate of fluid administration is determined by an 
hourly, urinary output volume measurement from an 
indwelling catheter. Penicillin and dihydrostreptomy- 
cin are given. Tetanus toxoid or antitoxin is given 
appropriately. 

The local therapy of the burn begins with a lavage 
of warm water and pHisoHex. Both the closed and 
the exposure methods of wound treatment are used, 
the guiding principle being that no bed clothes be 
allowed to touch the burned area. When débridement 
is begun at the sixth or eighth day, protective dressings 
are applied to all the open wounds. The incorporation 
of numerous catheters in the dressings through which 
normal saline and proteolytic enzymes are injected 
promotes medical débridement of the eschar. Non- 
adherent contact dressings permit frequent change 
without pain or trauma. Skin grafting is done as soon 
as the recipient site is satisfactory. In small, circum- 
scribed, third degree lesions immediate excision and 
grafting may be done. In extensive third degree burns 
systematically staged segmental excision and grafting 
are begun as soon as general conditions permit. 

Tracheorespiratory burns are suspected when there 
is any involvement of the face. Tracheotomy, gentle 
suction and oxygen are beneficial in the treatment of 
reversible respiratory burns. 

Homografts are sometimes necessary for transient 
wound coverage when very extensive areas of a full- 
thickness burn are present. 

The use of the above methods of treatment in 233 
patients with deep second and third degree burns of 
more than 10 per cent of the body surface is evaluated. 
All of the 139 patients with primarily second degree 
and negligible third degree burns survived. There were 
19 deaths (8.1 per cent) in the total series, all among 
the more extensively burned. Fourteen of the deaths 
were associated with repeated bacterial invasion and 
septicemia, emphasizing the problem of invasive in- 
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fection by antibiotic resistant organsims. One-third 
of the patients suspected of having burns of the res- 
piratory tract died (included in the total 19 deaths). 
—Lockert B. Mason, M.D. 
Pyeees Infection of Burns and its Therapy with 
Polymyxin B (Die Bedeutung der Pyocyaneusinfektion 
bei Verbrennung und ihre Bekaempfung mit Poly- 
_ B). W. Wirrets. Alin. Med., Wien, 1957, 12: 


INFECTION caused by B. pyocyaneus has gained more 
importance after the introduction of broad spectrum 
antibiotics because the pathogenicity of B. pyocyaneus 
increases in the absence of other bacteria. 

At the clinic for skin and venereal diseases in 
Vienna, 20 patients with burns who had proved B. 
pyocyaneus infection were treated with terramycin- 
polymyxin B powder or ointment or with both. A 
combination of terramycin and polymyxin B was 
employed because the synergistic action of small 
quantities of these two rather expensive antibiotics 
gave the same or even better results than larger doses 
of polymyxin B alone. 

The patients, aged 8 months to 70 years, were 
divided into two groups for evaluation. Group 1, con- 
sisting of 9 patients with superficial to deep third de- 
gree burns, were cured without skin plastic surgery. 
The infection with B. pyocyaneus delayed the healing 
process. Group 2 included 11 patients with deep third 
degree burns which required one or several skin trans- 
plantations. In both groups frequent bacteriologic 
cultures were done. Infection with B. pyocyaneus was 
not a contraindication for plastic surgery and poly- 
myxin B was used for the purpose of achieving better 
results. 

In 11 patients the B. pyocyaneus culture was nega- 
tive after 2 days (9 patients) or after a more pro- 
longed treatment (2 patients). In 4 patients a good 
response was registered at the beginning, but later 
B. pyocyaneus infection reappeared and disappeared 
again promptly in 3 cases but only after a prolonged 
repeated treatment in 1 case. In 5 patients the anti- 
biotics could not overcome the infection. In these 5 
cases as well as in the other 15 the B. pyocyaneus was 
not polymyxin B resistant. 

There were no allergic reactions even after a pro- 
longed application of polymyxin B. Local application 
of terramycin-polymyxin B in the treatment of burns 
can be considered an important contribution to the 
possibilities of treatment of wound infections. 

—Victor R. Fablokow, M.D. 


Infection—a Major Unsolved Problem in Severe 
Trauma. Curtis P. Artz, and Paut E. TescuHan. Am. 
J. Surg., 1957, 93: 647, 


IMPROVED METHODS of early treatment have resulted 
in the salvage of more and more severely injured pa- 
tients. For those who survive the initial shock phase, 
invasive infection becomes a threat and accounts for 
most of the later deaths. 

In the past 6 years more than 1,000 patients with 
burns were admitted to the Brooke Army Medical 
Center. Septicemia was associated with the death in 
46 of 82 patients who died. The average burned area 
was significantly greater in the group who died with 


septicemia than in the group who survived. Septicemia 
rarely developed once the burned wound had pro. 
gressed to the granulating stage. The causative micro. 
organism was usually Micrococcus pyogenes which was 
insensitive to penicillin, streptomycin, and the tetra- 
cyclines. The organism was sometimes sensitive to 
chloramphenicol and usually to bacitracin. Large 
doses of bacitracin have been used in recent patients 
and appear to be of value in controlling the infection 
until healthy granulation of the wound occurs. 

Twenty-four patients with acute tubular nephrosis 
were considered in this study of severe infection after 
trauma. In 12 of 17 deaths infection played a pre- 
dominant role. The authors believe that the resistance 
to infection is diminished when the injury is compli- 
cated by an acute renal insufficiency. 

—Lockert B. Mason, M.D. 


Discussion on the Problem of the Resistant Organism 
and Chemotherapeutic ay oy | in Surgery. F. 
Linper and R. A. SHooter. Proc. R. Soc. M., Lond., 
1957, 50: 153. 


THE DEVELOPMENT of antibiotics has contributed 
greatly to the progress of surgery during recent years. 
Unfortunately, the antibiotics are not without the 
following harmful effects: (1) toxic reactions, (2) al- 
lergic reactions, and (3) non-specific side effects of 
which the growth of resistant organisms is one. The 
indications for the use of antibiotics have taken on 
new significance since their indiscriminate use has led 
to a serious increase in resistant strains. 

A study of the microorganisms cultured from 
wounds, sputa, urine, and various aspirates has 
shown a predominance of Staphylococcus aureus. 
The hemolytic streptococcus has retained its sensi- 
tivity and has caused little difficulty. The final and 
large group consists of Escherichia coli, Proteus, and 
Bacillus pyocyaneus. The latter respond only slowly 
to antibiotics and often become resistant. 

The existence of soft tissue cavities, bone cavities, 
and fistulas predisposes to the development of resistant 
strains, and treatment by antibiotics alone is useless. 

The Staphylococcus aureus has created the greatest 
problem. About 72 per cent of the strains tested are 
resistant to penicillin. The carrier rate of resistant 
strains rises in new admissions from 30 per cent to 70 
per cent within a few days. 

Furunculosis of the skin, postoperative parotitis, re- 
sistant staphylococcal pneumonia, and pseudomem- 
branous enterocolitis have appeared. Fourteen casts 
(6.8 per cent of all the operations) of parotitis ap- 
peared within 1 year. In the majority resistant 
staphylococci were cultured from the mouth or in the 
pus obtained at the time of incision. 

An increase in the rate of wound infection has also 
occurred. Six per cent of the wounds were infected 
and from 50 per cent of these staphylococci were 
cultured. 

An evaluation has been made of prophylactic pen'- 
cillin and streptomycin given for 5 or 6 days postoper 
atively in clean surgical cases. Patients undergoing 
gastrectomy or cholecystectomy were included and all 
were operated upon in the authors’ clinic. Neither the 
temperature chart nor the rate of wound infection 
shows any advantage in antibiotic prophylaxis. Other 
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complications, such as bronchopneumonia and 
parotitis, were no rarer in the antibiotic group than in 
the control group. 

The change in the administration of antibiotics 
from indiscriminate prophylaxis to definitive need has 
been studied over the past 3 years. The rates of pro- 
phylactic to curative administrations has changed 
from 3 to 1 to 1 to 2. 

A study of infections of the urinary tract and 
staphylococcal infections has been carried out in 
Garrod’s laboratory at Saint Bartholomew’s Hospital. 

The study. of infections of the urinary tract was 
carried out during an 11 month period, during which 
time all adult patients with infections of the urinary 
tract were studied. There was good correlation be- 
tween the sensitivity tests and the clinical results in 
uncomplicated cases (80 per cent had sterile urine 
after treatment). In the patients with stones or struc- 
tural abnormalities the results were not as good (34 
per cent of males and 58 per cent of females had 
sterile urine after treatment). 

Resistant staphylococci are resistant because of 
their ability to produce penicillinase. The present 
hospital resistant staphylococci are the result of selec- 
tive breeding of about 5 per cent of the prewar strains. 
In a study of out-patients the percentage of resistant 
staphylococci cultured has risen from 6 to 26 per cent. 

Of 731 strains of Staphylococcus pyogenes isolated 
from hospital patients during the previous 18 months, 
75 per cent were resistant to penicillin and 23 per cent 
were resistant to the tetracyclines. In general, these 
resistant strains have been dealt with by new anti- 
biotics, except in the instances of staphylococcal 
septicemia. In this disease, a bactericidal agent rather 
than a bacteriostatic agent is necessary. 

Sixty-four strains of Staphylococcus pyogenes were 
isolated from septic lesions in nurses. Five strains were 
sensitive to penicillin and tetracycline, 57 were resis- 
tant to penicillin and sensitive to tetracycline, and 
yo 2 were resistant to both penicillin and tetracy- 

e. 

Staphylococcal enterocolitis is one of the most 
alarming forms of infection. Most of the cases have 
been reported following the suppression of the bowel 
flora by broad-spectrum antibiotics; no case has been 
reported following the administration of penicillin 
alone. Thirty patients with this disease were studied; 
one died and the rest were cured by treatment. 

Since cultures may be misleading (30 to 40 per cent 
of the patients may carry pathogenic staphylococci in 
their stools), the finding of clumps of gram-positive 
cocci in the stained smear of the stool has been used as 
a diagnostic test. The treatment consists of discon- 
tinuing the administration of the offending antibiotic, 
proper fluid therapy, and the administration of an 
antibiotic to which the staphylococci are sensitive. 

— john H. Davis, M.D. 


Infections Complicating Gastric cer Bacterial 
Flora of the Upper Portion of the Alimentary Tract 
and Its Response to Antibiotics Administered in 
Connection with Gastric Surgery. C. F. HozGMAN 
and O. Sanuin. Acta chir. scand., 1957, 112: 271. 


THE AUTHORS present a clinicobacteriologic study of 
155 patients with upper gastrointestinal lesions (ulcer 
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and cancer) who eventually had operation. The type 
of surgery was either total or subtotal gastric resection. 
The stomach, duodenal stump, nasopharynx, and 
throat were studied bacteriologically both preopera- 
tively and postoperatively. A variety of antibiotics 
was used, including oxytetracycline, penicillin, strep- 
tomycin, erythromycin, and some of the sulfonamides. 
The authors present much of their findings in the form 
of tables. Several interesting conclusions are made. A 
detailed description of the bacteriologic methods are 
appended. 

Bacterial flora were absent from the stomach in 
74 per cent of the patients with duodenal ulcer; the 
bacterial flora were absent in 17 per cent of the cases 
of gastric ulcer and in only 7 of the cases of gastric 
carcinoma. In cases of gastric cancer the administra- 
tion of oxytetracycline eradicated many of the patho- 
genic strains. 

The nose and throat contribute to the bacterial 
flora of the stomach and duodenum. The bacterial 
content of the stomach, duodenum, and jejunum are 
very similar. Throat cultures are almost the same as 
those of the nasopharynx. 

Postoperative bacteriologic study of the gastric 
stump, duodenum, and jejunum showed a rather 
prompt return of organisms even though preoperative 
antibiotics had been administered. Usually a higher 
incidence of pathogens was found. After operation the 
bacteria characteristic of the throat make their appear- 
ance first, followed by others which come from the 
lower intestinal reaches. 

The preoperative administration of antibiotics in- 
duces the development of resistant strains. These are 
usually Staphylococcus aureus and Proteus. Postoper- 
atively, the organisms present are most sensitive to 
chloramphenicol. 

Most of the complications noted were the result of 
infection. There is evidence to suggest that the pre- 
operative administration of antibiotics contributes to 
the complication rate and makes the postoperative 
treatment of infection considerably more difficult be- 
cause of a more resistant organism. 

—Richard L. Lawton, M.D. 


ANESTHESIA 


What is the Safest Tonsillectomy Anesthesia? Joun B. 
Greco. Arch. Otolar., Chic., 1957, 65: 456. 


In ADULTs tonsillectomy is usually performed under 
local analgesia. When general anesthesia is used in 
the adult there is usually more difficulty with per- 
sistent bleeding and coughing than in children. An 
intubation of the trachea is indicated whenever 
general anesthesia is selected. 

In studies conducted in 155 teaching hospitals 
recently, insufflation ether anesthesia with vinyl ether 
induction was reported as the preferred anesthetic in 
children. 

From a trace to 11 c.c. (with an average of 2 c.c.) 
of blood or mucus were found in the bronchial tree of 
patients having adenotonsillectomies under anesthesia 
with vinyl ether and ether. There were no serious 
complications in the series of 3,572 adenotonsillec- 
tomies performed in two hospitals in Sioux Falls in 
the past 5.5 years. 
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In view of the fact that many tonsillectomy anes- 
thetics are administered by others than those specially 
trained in anesthetic techniques, it would seem wise 
not to recommend routine intubation for tonsiliectomy 
because of the increased hazard added with this 
procedure. 

The choice of anesthetic agent and technique must 
be governed by the experience of the anesthetist and 
the surgeon, the age of the patient, and the facilities 
which are available. 

The study has not supported the contention that 
anesthesia without an endotracheal tube in place is 
more hazardous than anesthesia with a tube in the 
trachea. — Mary Karp, M.D. 


Carbocain—d, 1-N-Methyl-Pipecolic Acid 2,6-Di- 
methylanilide—a New Local Anesthetic Agent. K. 
G. Duuner, O. and G. AAGESEN. Acta chir. 
scand., 1957, 112: 350. 


A NEW LOCAL ANESTHETIC d,1-N-methyl-pipecolic 
acid 2,6-dimethylanilide, called carbocain was re- 
ported by Ekenstam, Egner, and Petterson in 1956. 
Carbocain is chemically stable in solution as well as 
in the body and can be repeatedly boiled without 
decomposition. 

When injected subcutaneously into rabbits’ ears, 
carbocain did not cause any tissue changes until a 
concentration of 8 per cent was reached. This was 4 
times the highest concentration used in clinical trials. 
The changes were believed to be due to osmosis. The 
toxicity is somewhat lower than that of lidocaine 
(xylocaine hydrochloride) but somewhat higher than 
procaine hydrochloride when injected intravenously 
into laboratory animals. 

Since December, 1954 carbocain has been tested 
asa local anesthetic in Department I of Anesthesiology 
at the Sahlgrenska Sjukhuset. Carbocain was tested 
for surface action and for every regional anesthetic 
procedure except spinal anesthesia. It was tested 
against lidocaine i hydrochloride), the 
dominating local anesthetic at that institution for 
the preceding 5 years. 

Wheal tests with .5, 1, and 2 per cent carbocain 
without epinephrine gave a longer duration of anal- 
gesia than lidocaine. When epinephrine was added, 
the length of analgesia was about the same for lido- 
caine and as for carbocain. 


Beiter, in 1936, found that in wheal tests with other 
local anesthetic agents the optimum effect of epineph- 
rine was with a dilution of 1 to 200,000. This was not 
confirmed with either lidocaine or carbocain but the 
length of analgesia did not increase in direct propor. 
tion to the increase of epinephrine. 

Carbocain was used in clinical anesthesia in 1,501 
cases. In 501 cases of small infiltrations and bl 
it was found that if epinephrine was not added to the 
solutions, carbocain would give better results than 
lidocaine, especially in finger blocks. No toxic re- 
actions or local irritations occurred. 

There were 288 cases of greater infiltrations, in- 
cluding 80 inguinal hernias and 87 thyroidectomies, 
The duration of anesthesia was between 4 and 6 
hours, and the results with carbocain were about the 
same as with lidocaine. When carbocain was used 
without epinephrine, the anesthetic results were the 
same but 4.2 per cent of the patients showed a fall 
in blood pressure of 20 per cent or more. Only one 
toxic reaction was observed. 

Epidural blocks were done on 364 patients, of 
which 331 were caudal blocks. It was found that the 
frequency of complete anesthesia was a little higher 
with carbocain and that the duration was longer 
than with lidocaine. 

Greater blocks were done on 339 patients, in- 
cluding 187 blocks of the brachial plexus and 149 
crural blocks. The use of carbocain or lidocaine with 
epinephrine seemed to have identical effects, but 
carbocain without epinephrine will give complete 
anesthesia and can be used for procedures lasting 
less than 2.5 hours. Lidocaine without epinephrine 
did not give complete anesthesia. In crural blocks 
there was no significant difference in anesthesia be- 
tween the two drugs. One toxic reaction occurred 
with carbocain. 

The authors conclude that carbocain is an excel- 
lent drug for local anesthesia. It is extremely effective 
both in infiltration and block anesthesia, even if 
epinephrine is not added. The addition of epineph- 
rine increased the action of carbocain but not as 
greatly as it increased the action of lidocaine. 

Carbocain is superior to lidocaine when used with- 
out epinephrine; with epinephrine the anesthetic 
effects of the two drugs were about equal. 

—David E. Hallstrand, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Angiocardiography in Congenital Cardiac Defects 
(Ein Beitrag zur Angiokardiographie bei angeborenen 
Herzfahlern). G. BURGEMEISTER, i. WESTERKAMP, and 
H. Feuer. Fortsch. Roentgenstrahl., 1957, 86: 25. 


ON THE Basis of an examination of 550 patients, mostly 
children, with congenital defects of the heart, the au- 
thors describe the methods best suited for the roent- 
genographic demonstration of typical cardiac defects 
and of the various transitional forms of these defects. 

Instead of the direct method of angiocardiography 
with ordinary films, the authors for the past 4 years 
have employed the indirect method, showing the 
image on a fluoroscopic screen with the aid of a mov- 
ing picture camera (Odelca of Bouwers). For stereo- 
scopic effects they have added the pendulum mech- 
anism of Metzner-Diakin (Fig. 1). 

For the cyanotic cases (right to left shunt), due to 
Fallot’s tetralogy, trilogy, and pentalogy, pseudo- 
truncus arteriosus, cor biloculare and triloculare with 
pulmonarystenosis, tricuspid atresia or stenosis, morbus 
Ebstein, Eisenmenger complex, transposition of the 
large vessels, and the Taussig-Bing-complex, the au- 
thors have been using the indirect method with the 
Metzner-Diakin apparatus and the usual injection of 
a shadow-casting material, Triopac-400-Cilag (a tri- 
odized preparation with a very low viscosity), through 
the vein of one arm, or, in instances of infantile 
stenosis of the aortic isthmus with anomalous open- 
ings of the pulmonary veins, they have given injec- 
tions in both arms. In cases with anomalous pulmonary 
vein openings into the left auricle and those with 
arteriovenous pulmonary fistulas the selective method 
of introducing the cardiac catheter and injecting at 
the point desired was employed or the intensifying 
screen was used. 

For cases with left to right shunt due to persistent 
ductus Botalli and zortopulmonary defects, the au- 
thors havc been using the selective method or the intra- 
arterial retrograde ijajection method with an intensi- 
fying screen in the second oblique projection. The 
selective method was also used for ventricular and 
auricular septal defects and the Lutembacher syn- 
drome, but at times the ordinary angiocardiographic 
method with injection in the arm vein was used. 

In the angiocardiopathies without shunt, such as 
isolated pulmonaiy stenosis, stenosis of the aortic 
isthmus of the aclult type, isolated mitral stenosis, 
venous anomalies and anomalies in the region of the 
aortic arch, any of the methods available may be 
tried, including the Metzner-Diakin apparatus or 
cinematograms in two planes at right angles to one 
another. 

For the unusual angiocardiopathies, such as the 
dextrocardias, combined or not with other anomalies, 
the Metzner-Diakin apparatus or photography in two 
planes is usually employed. 

The heavy roentgen dosages to which the patient is 
exposed precludes unnecessary application of the 
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of Metzner-Diakin. 


cinematographic methods. When the inoperability of 
the condition can be demonstrated by the preliminary 
examinations or by the introduction of the cardiac 
catheter the methods described should not be used, 
but when operative interference is contemplated many 
pathologic conditions cannot be adequately demon- 
strated except by the cinematographic method. 
— john W. Brennan, M.D. 


Intestinal Occlusion as a Result of Acute Volvulus 
and of Angulation of the Cecum and Ascending 
Colon (Sulle occlusioni intestinali per volvolo acuto e 
oad angolature del cieco-colon ascendente). Remo 

ORTA and ATTILIO . Radiol. med., Milano, 
1957, 43: 39. 


Or 7 PATIENTS, comprising the material for this re- 
port, 4 recovered spontaneously under medical man- 
agement. The first patient, a 76 year old woman, im- 
proved rapidly with an inlying rectal catheter and oil 
clysmata. The second patient, a 64 year old man, im- 
proved slowly with an inlying rectal tube and an ice- 
bag on the abdomen. The improvement appeared to 
begin after an opaque enema was given at the original 
examination. In the third patient, a 53 year old - 
woman, improvement also began after an opaque 
enema was given during the original examination and 
continued rapidly with additional enemas, supple- 
mented by a rectal sound, antispasmotic preparations 
and sedatives. The fourth patient, a 53 year old man, 
was evidently suffering from a partial occlusion. The 
opaque enema reached the cecum after some delay 


511 


eph- 
t the 
)por- 
f 
Te- 
the 
sed 

he 
ger 

iIn- 

149 
vith 

but 
lete 
ing 
‘ine 
cks 

be- 
red 
Ive 
if 
ph- 

as 

th- 


and entered the lower portion of the dilated ileum. 
Under the management described the patient’s con- 
dition improved rapidly. 

The fifth patient recovered perfectly, but this 65 
year old man required a celiotomy for freeing of ad- 
hesions between the cecum and transverse colon. 

The 2 remaining cases had an unfavorable out- 
come. The first patient, a 48 year old woman, was in 
serious condition with roentgenologic and clinical 
evidence of generalized peritonitis at the time of ex- 
amination. Despite celiotomy and establishment of an 
artificial iliac anus the patient died on the eighth 
postoperative day with signs of peritonitis. 

The last patient, a 65 year old man, was dismissed 
from the hospital in serious condition as the result 
of an inoperable angioma attached to the lower sur- 
face of the liver and the medial surface of the ascend- 
ing colon. 

The authors conclude that the so-called volvulus 
of the cecum or of the right colon is usually the result 
of an abnormally long mesocecum and hypermobility 
of the cecum. They believe that roentgenology after 
giving an opaque enema makes it possible to establish 
a precise diagnosis which will permit early operative 
interference and forestall necrosis of the loop of in- 
testine involved in the volvulus. It is believed that the 
opaque enema does no harm and may actually have 
a therapeutic effect. —John W. Brennan, M.D. 


A New Method for Demonstration of the Pancreas 
(Neue Wege zur Pankreasdarstellung). N. MACARINI 
and L, Ottva. Fortsch. Roentgenstrahl., 1957, 86: 55. 


PNEUMOSTRATIGRAPHY for demonstration of the pan- 
creas has been developed at the Roentgen Institute of 
the University of Genoa, Italy. The procedure was 
originally developed for the examination of children, 
and the authors have now adapted it to the examina- 
tion of adults, supplementing their studies on patients 
with normal and pathologic pancreatic glands with 
their findings in cadavers. 

The technique consists in simultaneous retroperi- 
toneal insufflation of oxygen (precoccygeal route) and 
gas distention of the stomach by administration of 4 
gm. each of tartaric acid and sodium carbonate with a 
little water. For the retroperitoneal insufflation 200 to 
300 c.c. of oxygen are used for small children, 1,000 
c.c. for children from 10 to 14 years of age, and from 
1,400 to 1,800 c.c. for adults. 

In the erect patient the usual sagittal roentgen 
exposure and the stratigraphic exposure in the left lat- 
eral projection are made. The first exposure is at a 
distance of 5 to 6 cm. from the left abdominal wall the 
following exposures at levels 2 cm. apart to a distance 
of 3 to 4 cm. to the right side of the midplane of the 
body. Stratigraphic exposures are then made in the 
transverse planes, centering the exposures at the level 
of the second or third lumbar vertebrae; these expos- 
ures are also designated as being axial-transverse. 
When circumstances do not permit the patient to 
assume the erect posture the exposures can be made in 
the left lateral decubitus, but these stratigrams are not 
so desirable. 

In these studies it was found that the pancreas does 
not present simple uniform shape or size. Of especial 
significance is its contour. The normal pancreatic 
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gland is very clearly outlined with stratigraphy, but its 
contour is definitely modified by the presence of in- 
flammation or neoplasm. Infiltrated retropancreatic 
lymph glands can also be demonstrated. 

If cysts are present the pancreatic enlargement is 
not uniform, but the retropancreatic tissues are un- 
changed. The diffusion of the oxygen is uniform, and 
the contour of the cyst is sharply marked off from that 
of the stomach. 

This method of pancreatic pneumostratigraphy 
finds its greatest value in demonstrating pathologic 
processes of the structures neighboring the pancreas 
and differentiating from those of the pancreas itself. 

— John W. Brennan, M.D. 


Contribution to the Roentgenologic Study of the 
Venous System of the Arm (Contributo allo studio 
radiologico del sistema venoso del braccio). Gino 
Viviant. Radiol. med., Milano, 1957, 43: 237. 


A PHLEBOGRAPHIC sTuDY of the upper extremity, car- 
ried out on 110 individuals who had never suffered 
pathologic processes involving the venous circulation, 
discloses the fact that on a single roentgenogram the 
principal trunks of the superficial and deep venous 
system of the arm are not rendered visible simultan- 
eously. As a rule there is a simultaneous visualization 
of the injected vena cephalica and the vena axillaris, 
and of the injected vena basilica and the vena axil- 
laris. When the median vein of the forearm is injected 
and a tourniquet is applied with just sufficient pres- 
sure to shut off the superficial venous circulation, the 
deep veins of the arm and the vena axillaris will be 
visualized. 

When the cephalic vein is injected with contrast 
material there is rarely any visualization of its 
branches or collaterals except for the collateral 
passing from the cephalic in the middle third of the 
arm to the basilic; the shadowing-casting material is 
then inconspicuous in amount and visualizes only a 
short tract of the basilic vein. 

When the vena basilica is injected there is usually 
injection in retrograde direction of some of the com- 
municating trunks between this vein and the deep 
venous circulation of the arm. The basilic vein proves 
phlebographically to be the direct extension of the 
axillary vein and is the largest vein of the arm. 
The deep veins of the arm curve over and empty into 
the axillary either individually, or after uniting into 
a single trunk. 

The axillary vein constantly exhibits 2 valves; 
one is situated proximally, as a rule in the neighbor- 
hood of the entrance of the cephalic vein and the 
other distally at the level of the basiloaxillary junc- 
tion. When the cephalic vein is injected the retro- 
grade visualization of the axillary vein stops at this 
point. The axillary vein is seldom visualized proximal 
to the point where the clavicle crosses the first rib. 

The valves of the other veins are not constant, 
either as regards number or location. The valves are 
most numerous in the deep veins of the arm, next 
most numerous in the basilic vein, and rare or absent 
in the cephalic vein. 

All of these veins show tracts of narrowing and of 
widening, which the author believes are usually the 
result of contraction of the venous walls themselves. 


This is 
mists 
crease 
Ven 
quentl 
Intrao 
Its ¢ 
Brit. 
INTRA 
methc 
than 
patier 
canno 
osseot 
been 
Thi 
intrac 
betwe 
All 
had | 
made 
eral r 
Le 
occur 
techn 
All 
of the 
week 
and i 
eleva 
2of t 
was | 
TI 
exam 
terial 
jectic 
in thi 
slow! 
the s 
have 
bitis. 
Arte 
Sp 
Fo 
were 
arte! 
grap 
T 
year 
sym) 
dist: 
the | 
in tl 
his 
was 
disc 
shac 
Int 
arte 


This is in contrast to the statements of most anato- 
mists to the effect that the lumens of the veins in- 
crease uniformly in the proximal direction. 
Venous anomalies are encountered rather fre- 
quently and are extremely complicated in character. 
—John W. Brennan, M.D. 


Intraosseous Venography with Special Reference to 
Its Complications. Jack Lester and Cart E, Lampe. 
Brit. J. Radiol., 1957, 30: 145. 


INTRAOSSEOUS VENOGRAPHY Of the lower limb offers a 
method which opacifies the deep veins more constantly 
than the percutaneous methods, and can be used in 
patients in whom suitable veins for percutaneous study 
cannot be found. The technique and results of intra- 
osseous venography in various locations have been 
well described in the literature, but relatively little has 
been said about the complications. 

The complications which occurred in a series of 13 
intraosseous venograms of the lower leg in patients 
between the ages of 24 and 53 years are reported. 

All patients had varicose veins, and most of them 
had previously had phlebitis. The injections were 
made into the medial malleolus in all but 1 case (lat- 
eral malleolus) and under general anesthesia. 

Leakage of the contrast material into the subcutis 
occurred in only 1 case and that was due to faulty 
technique (needle not held firmly by the cortex). 

All patients had pain after the injection. In one half 
of the patients the pain was mild and of less than a 
week’s duration, but the others had more intense pain 
and in 2 the pain persisted more than a month. An 
elevation in temperature occurred in 4 patients, and in 
2 of these thrombophlebitis developed. In 1 case there 
was bleeding from the site of the injection. 

The 2 patients who had thrombophlebitis had been 
examined with the film changer and the opaque ma- 
terial had been administered rapidly in 2 separate in- 
jections. Since only a total of 3 patients were examined 
in this way, and the others received the injections more 
slowly under fluoroscopic control, it is suggested that 
the speed of injection and the multiple injections may 
have been related to the development of thrombophle- 
bitis. —Lois Cowan Collins, M.D. 


Arterial Spasm in the Arteriogram (Der arterielle 
Spasmus im arteriographischen Bild). W. V6LPEL. 
Fortsch. Roentgenstrahl., 1957, 86: 79. 


Six VASCULAR occlusions, considered due to spasm, 
were found in the author’s series of 500 peripheral 
arteriograms. A brief case history with roentgeno- 
graphic evidence is appended for 5 of these patients. 

The first patient was a 34 year old man who, 3 
years previously, had undergone a bilateral lumbar 
sympathetic trunk resection for arterial circulatory 
disturbances of the lower extremities. Subsequently 
the patient began to note a constant feeling of coldness 
in the third finger of the right hand and numbness in 
his finger tips in cold weather. In the left hand there 
was only a slight feeling of coldness. 

On serial arteriography the ulnar artery showed 
discrete tortuosity in its distal portion and then the 
shadow disappeared. This finding remained constant. 
In the first two of the serial roentgenograms the radial 
artery was dilated, and then was interrupted at the 
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point of its junction with the palmar arch. The third 
roentgenogram showed vascular filling throughout 
its entire course indicating spastic occlusion. In the 
left forearm the ulnar artery filled normally in the 
first two roentgenograms, but in the third the shadow 
was interrupted at the level of the os triquetrum. The 
shadow of the radial artery disappeared in the distal 
third of the forearm, but in each succeeding roentgen- 
ogram more of the artery was visualized (spastic oc- 
clusion). About 4 weeks later the control roentgeno- 
gram of the left arm showed normal filling of the radial 
and ulnar arteries indicating a spastic occlusion of the 
ulnar artery also. 

The second patient was a 55 year old man with 
typical intermittent claudication and pain in the calf 
of the left leg. Oscillographically and arteriographic- 
ally an organic disturbance of the circulation of the 
arteries, of the left lower extremity with partial ob- 
literation of the femoral artery, was demonstrated. 

Arteriographic examination of the symptomless 
right lower extremity disclosed large irregularities in 
the contour of the right femoral artery and interrup- 
tion of this vessel at the level of its junction with the 
popliteal artery. By way of tortuous collateral vessels 
the main trunk of the popliteal artery was again filled 
below an occlusion of about 2 cm. in length. This 
finding suggested the presence of an organic vascular 
occlusion, a finding which did not agree with the other 
clinical findings. The control arteriography, 7 days 
later, revealed the same tortuosity of the femoral 
artery, but there was no longer evidence of the oc- 
clusion, and the collateral vessels were no longer evi- 
dent (spastic occlusion). 

The third patient, a 33 year old woman, had suffered 
increasingly for the past 7 years from pain in the left 
hand and distal portion of the left forearm. On serial 
arteriography the radial artery and arteries of the left 
hand were completely demonstrated, but the ulnar 
and interosseous arteries were visible only in the 
proximal region of the forearm. On the control 
arteriogram, following infiltration of the stellate gan- 
glion 8 days after the first examination, all the arteries 
of the forearm and hand were filled (spastic occlusion). 

The fourth patient, a 49 year old woman, had been 
suffering for the past 6 years from intermittent 
claudication of the left sural region. For the past 4 
years she had had similar symptoms in her right leg. 
Arteriography of the left leg disclosed a partial ob- 
literation of the femoral artery in the lower third of 
the thigh with good collateral circulation; the pro- 
funda femoris artery was not visualized, except for a 
short stump with a squarely cut interruption of the 
shadow column beneath the neck of the femur. Six 
weeks following this examination resection of the left 
lumbar sympathetic trunk was carried out. Two 
months after operation control arteriography disclosed 
partial obliteration of the femoral artery (organic 
occlusion); the profunda femoris was normal and 
without evidence of mural changes (spastic occlusion). 

The fifth patient was a woman between 40 and 50 
years of age, with osteomalacia of the lunate bone and 
Sudeck’s atrophy in the region of the right wrist. At 
the first arteriographic examination the radial and 
ulnar arteries of the right arm were normal, but the 
interosseous artery could not be demonstrated. At the 
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control examination, after infiltration of the stellate 
ganglion 4 days later, all of the arteries of the right 
arm were of normal appearance (spastic sabeies, 
It is concluded that neither the character of the 
interruption nor the presence of exaggerated collateral 
circulation can enable one to differentiate between 
organic and purely spastic occlusions. The only cer- 
tain way to avoid erroneous diagnoses in these in- 
stances is by the general evaluation of the symptoma- 
tology, by the condition of the patient, by recourse to 
methods of examination other than serial arteriog- 
raphy and by control arteriographic examination. 
— John W. Brennan, M.D. 


The Association of Tumors and Roentgen Ray Treat- 
ment of the Thorax in Infancy. C. LENorE Simpson 
and L. H. HEMPELMANN. Cancer, Phila., 1957, 10: 42. 


THE AUTHORS studied a group of children who between 
1926 and 1951 received roentgen therapy to the thymic 
gland in infancy to determine if any etiologic relation- 
ship could be established between thyroid cancer and 
certain other lesions which developed later in some of 
these children and the radiation given. The group 
comprised 1,722 children from two hospitals, two 
private radiologists, and one pediatrician of an East 
Coast state and from one hospital on the West Coast; 
1,502 (87 per cent) of these children could be traced 
satisfactorily. Information was also obtained concern- 
ing 1,933 of their untreated siblings. 

In the present report a detailed account of the 
follow-up methods used and the results obtained is 

ven. 
yc Since the subjects of the study were derived from 
several medical sources over many years, they form a 


rather inhomogeneous group. To gain better evalua- 
tion of the data secured the whole group is divided 
into six subgroups, within each of which the methods 
of selection for treatment and the plan of treatment 
are more uniform than in the entire group; however, 
considerable variation existed within each subgroup. 


The pertinent statistical data as regards the distribu. 
tion of tumors for the entire group and the six sub- 
groups are given in Table I. 

As may be seen, 18 malignant tumors occurred 
among the irradiated children, as compared to 5 
among the untreated siblings. Certain benign tumors, 
allergic diseases. and heart and mental disorders were 
also observed more frequently. The authors raise the 
question whether irradiation is responsible for this 
increased incidence. 

The thyroid gland formed the most common site of 
tumor formation. The number of benign and malig. 
nant tumors, considered together, was 17 in the 
irradiated children as compared to 1 among the un- 
treated siblings. Since the thyroid gland received a 
substantial dose of radiation in the majority of the 
treated children, it is suggested that the radiation 
might have been a factor in the induction of these 
tumors. At any rate, the considerably greater incidence 
in subgroup C, in which irradiation was carried out 
with the largest doses of the entire series, cannot be 
ascribed to chance. No case of thyroid tumor was 
observed in a child who received less than 180 
roentgens to the thyroid gland. 

The number of leukemias was also significantly in- 
creased in the irradiated children. It must be stated, 
however, that they represented mostly the acute 
lymphatic variety, whereas the myeloid type pre- 
dominated in Hiroshima and Nagasaki and in the cases 
observed following intensive roentgen irradiation of 
ankylosing spondylitis. 

Finally, there was an increased incidence of osteo- 
chondromas in the bones, falling within the radiation 
field, and a possible increase in other tumors. 

The authors conclude that further investigations 
are necessary to determine whether these tumors are 
really the result of irradiation, especially since they 
followed treatment with amounts of roentgen rays 
which were considerably smaller than those con- 
sidered cancerogenic. —T. Leucutia, M.D, 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


The Factors Responsible for the Capillary Exchange 
of Extracellular Fluid (Der Austausch der extrazel- 
lulaeren Fluessigkeit an der Kapillarwand und seine 
Triebkraefte). HL W. Scueca. Deut. med. Wschr., 1957, 
82: 470. 


THE INTRAVASCULAR and extravascular portions of the 
extracellular fluid represent one functional unit. It is 
the most important fraction of the “mobile water” 
which serves as a mediator in all cellular exchange 
processes. To achieve an optimal and quick exchange 
of vital substances and elimination products between 
the cell and the surrounding milieu the extracellular 
fluid must be in constant motion. The forces responsi- 
ble for the capillary fluid exchange and the flow of the 
extracellular fluid from the arterial system through 
the “interstitium” back to the venous system are not 
yet completely understood. 

In 1856 Ludwig stated that the hydrostatic pressure 
of the blood was responsible for the filtration of the 
fluid through the capillary walls. In 1896 Starling as- 
sumed that the colloid osmotic or oncotic pressure 
(Schade) of the serum proteins was responsible for 
the resorption of the interstitial fluid into the capil- 
laries. Mutual activity of the hydrodynamic and 
oncodynamic pressures is the basis of today’s under- 
standing of the capillary fluid exchange. The a-glob- 
ulins are considered to be the principal bearers of the 
oncotic pressure. Whenever, for some reason, the 
oncotic pressure falls and resorption is slowed down, 
the lymphatic system assumes an important part in 
the back transport of the interstitial fluid. 

From the arterial capillaries, where an oncotic pres- 
sure of 430 mm.H,O and a hydrostatic pressure of 300 
to 400 mm.H,O are registered, a protein-poor filtrate 
is pressed out into the “‘interstitium.” In the venous 
capillaries the hydrostatic pressure falls to 160 
mm.H,O while the oncotic pressure rises due to 
hemoconcentration. This results in an increased re- 
sorption. Additional factors affecting the capillary 
fluid exchange are the condition of the capillary 
walls, the protein content of the interstitial fluid, the 
mechanical pressure of the tissue, the sodium content 
of the blood, tissue, and interstitial fluid, the kidney 
function, and the influence of the hypophysis and the 
adrenal glands. 

Starling’s hypothesis has been supported by the 
model experiments of Schade, Claussen, and Birner, 
with artificial semipermeable collodion capillaries. 
The value of Starling’s hypothesis was demonstrated 
by the author on a living organism as follows: 

In an anesthetized dog the weight of an intestinal 
segment with an intact blood supply was registered 
kymographically. By blood letting plus an injection of 
protein-free isotonic fluid an edema was obtained 
which manifested itself in an increased weight of the 
segment and a decreased blood pressure. An intra- 
venous injection of concentrated colloids restored the 
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fluid balance: the weight curve sank and the blood 
pressure came back to normal. 

In spite of this experimental proof, Starling’s hy- 
pothesis still remains a controversial problem. It is 
known that the interstitial fluid is not free from pro- 
teins. It is necessary to measure exactly the protein 
gradient between the blood and the interstitial fluid 
to find out whether the oncotic pressure really does 
play the part in the capillary resorption which has 


been attributed to it. 
—Victor R. Fablokow, M.D. 


Dysgenesis of Gonads and Testicular Feminization. 
(Gonadendysgenesie und testikulaere Feminisierung). 
A. Prader. Schweiz. med. Wschr., 1957, 87: 278. 


ALTHOUGH THE DYSGENESIS of gonads and testicular 
feminization cannot be influenced therapeutically, 
their recognition is of great importance for the evalu- 
ation of hereditary factors and for the prognosis of 
growth, puberty, and fertility. 

In dysgenesis of the gonads the genital organs are 
female, the gonadal sex cannot be determined, and the 
chromosomal sex is either male or female. 

In testicular feminization the chromosomal as well 
as the gonadal sex is always male, but the genital 
development goes in the female direction. 

Gonadal dysgenesis or ovarian agenesis produces 
chromosomal male individuals more frequently than 
female persons. The external genitalia are always of 
the female type, but secondary female characteristics 
are absent. The etiology of this condition remains 
obscure. 

Testicular feminization produces chromosomal and 
gonada! male individuals with female primary and 
secondary sex characteristics, except primary amenor- 
rhea. Lack of sexual hair growth and the development 
of inguinal hernias are frequent. The cause of the con- 
dition is of a genetic nature. It is questionable whether 
an endocrinopathy or an androgen resistance is re- 
sponsible for the abnormality. 

— Joseph K. Narat, M.D. 


The Arteriovenous Anastomoses in the Physiopathol- 
ogy of the Peripheral Circulation (Le anastomosi 
artero-venose nella fisiopatologia del circolo periferico). 
E. Dat Zorro. Chir. pat. sper., 1957, 5: 1. 


WHILE THE EXISTENCE of arteriovenous anastomoses 
has been recognized for a long time, and their dem- 
onstration obtained with various means by anatomists 
and physiologists, the interpretation of their function 
has still to be understood. 

An arteriovenous anastomosis (a.v.a.) is a small 
vessel, very muscular and rich in nerve fibers, which 
connects the afferent artery to the efferent vein, ex- 
cluding the capillary bed. 

Two types have been recognized: (1) the straight, 
with an arterial, an intermediary, and a venous por- 
tion; the intermediary portion is muscular and has a 
very narrow lumen; and (2) the glomerular, a con- 
volution of anastomotic vessels with an intermediary 
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tract rich in muscular fibers as a common charac- 
teristic. 

Thermoregulation is one of the functions in which 
an a.v.a. plays an important role, quantitatively 
unknown. 

The maintenance of a “‘vis a tergo” by means of 
action such as a peripheral heart has also been sug- 
gested for an a.v.a.; the regulation and modification 
of the capillary flow has been considered an immedi- 
ate factor in determining the variations of per- 
meability and, therefore, the phenomena of filtration, 
mobilization of the blood reserves, secretion, and me- 
tabolic activities. 

An abnormal behavior of an a.v.a. has been ad- 
mitted in several pathologic conditions, such as car- 
diac and bronchial asthma, peptic ulcer, malignant 
nephrosclerosis, lower nephron nephrosis, hepatic 
cirrhosis, Meniére syndromes, and, finally, shock. 

While in the last conditions mentioned the behav- 
iour of the a.v.a. is very controversial and not under- 
stood, other syndromes have been identified in which 
an anomaly or absence of the a.v.a. is the immediate 
pathogenic factor: the idiopathic generalized phlebec- 
tasia described by Popoff and Masson, arteriovenous 
angiomatosis, the vascular pulsating stomach de- 
scribed by Delore, glomus tumors, and achroacytosis. 

The author, using a microcinematographic appa- 
ratus on the rabbit’s ear, has recorded the morpho- 
logic pattern of the a.v.a. and its response to norepi- 
nephrine, acetylcholine, histamine, pentothal, gang- 
lioplegics (hexamethonium largactil), local and re- 
gional anesthesia, anesthesia of the carotid body, 
shock (hemorrhagic, histamine, ischemic). 

The results in brief are: 

Norepinephrine in a dose of 0.05 mgm./kgm. 
gives an initial vasoconstriction of the entire a.v.a. 
followed by vasodilatation after cessation of its action. 

With a dose of 0.20 mgm./kgm. the venous portion 
of the a.v.a. appears dilated, while the artery and the 
a.v.a. are contracted; normality is reached again after 
20 to 25 minutes. 

With a dose of 0.28 mgm./kgm. after a period of ve- 
nous dilatation and arterial spasm there is a backflow 
from the vein through the a.v.a. to the artery. 

Acetylcholine in a dose of 1 mgm./kgm. gives a 
prolonged vasodilatation. 

Histamine in a dose of 0.50 mgm./kgm. gives a 
generalized vasodilatation of short duration. 

A dose of 1.8 mgm./kgm. has the effect of inducing 
shock in the animal, and on the peripheral arteries, 
the a.v.a., and veins it acts by completely paralyzing 
the circulation, causing a complete stillness of the 
flow, which is promptly reversed by the cessation of 
the stimulus. 

Barbiturates (pentothal) in a dose of 2 mgm./ 
kgm. induce deep narcosis in the animal, vasocon- 
striction of the arteries, and a more active shunting 
through the a.v.a. When norepinephrine is also in- 
jected there is no change in the effect, although there 
is marked shortening of the duration of action of the 
acetylcholine (1 mgm./kgm.). 

Ganglioplegics a and largactil) in 
doses of 1 mgm./kgm. and 2 mgm./kgm., respectively, 
have an action which varies only quantitatively and 
consists in generalized vasodilatation of the arterioles 


and the a.v.a., slowing of the flow, and quicker 
derivation of the blood because of by-pass. 

Local and regional anesthesia gives a generalized 
dilatation and slowing of the flow. 

Anesthetization of the carotid body gives a modifi- 
cation similar to that induced by a small dose of 
norepinephrine. 

Hemorrhagic shock. When the blood loss is 25 
per cent the a.v.a. appears to be shunting the greater 
part of the arterial blood, and when 50 per cent, the 
flow appears to be disorganized, the capillary bed is 
dilated, and the a.v.a. is almost nonfunctioning. 

Histamine shock is characterized by a vasodilata- 
tion which will subside and allow the recovery of the 
circulation. 

Ischemic shock, like histamine shock, is charac- 
terized by the vasodilatation of the arteries followed 
by constriction and by active shunting through the 
a.v.a. 

According to the author, there is a functional iden- 
tity between the behavior of the artery and the a.v.a., 
while the venous portion of the a.v.a. and the vein 
may have a different response to the same stimulus. 

Two functions of the a.v.a. have to be considered, 
one affecting the general economy of the organism, 
mainly through the regulation of the blood volume 
and its flow, and the other, of local or particular im- 
portance, regulating the secretions, filtration, and 
local metabolisms. —Sergio V. Proserpi, M.D. 


Management of Snake Bite; Combined Thiocalcium 
with Dextrose and Coramine. Roman J. Rustia. 7. 
Philippine M. Ass., 1957, 33: 127. 


THE AUTHOR reports on 24 cases of snake bite in the 
Philippines. Although the snakes were never identi- 
fied, the patients all presented symptoms that strongly 
suggested toxicity. Most of the patients when brought 
to the physician presented some dizziness and dyspnea. 
About 16 per cent were unconscious. 

All the patients were given intravenous injections 
of thiocalcium (5 c.c.), followed by a slow intravenous 
drip infusion of 50 c.c. of 50 per cent glucose. Cora- 
mine, 1.5 c.c., was administered if there were signs 
of collapse. The local wound was cauterized with 
potassium permanganate. 

All 24 patients recovered. The author believes this 
was due principally to the primary detoxifying action 
of thiocalcium. Because the nature of the reptile was 
not known it is impossible to be sure how many pa- 
tients actually received venom. — Peter Dineen, M.D. 


The Treatment of Hematologic Neoplasms with “N- 
oxyd-Lost” (Ueber die Behandlung haematologischer 
Neoplasien mit N-oxyd-Lost). W. Hoérum and W. 
Scumitr. Deut. med. Wschr., 1957, 82: 247. 


THE compounD “N-oxyd-Lost”’ (methyl-bis-amin-N- 
oxyd-hydrochlorid) has been utilized experimentally 
and has been known as nitromin in the Japanese 
literature and mitomen in the German literature. The 
experiences with this medication at the medical clinic 
at the University of Wiirzburg in Germany are re- 
ported in this article. It was found that it had fewer 
side effects than other preparations of similar nature. 
In Hodgkin’s disease the therapeutic effect was diffi- 
cult to judge because remissions could always occur, 
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but the compound N-oxyd-Lost seemed to be of value. 
In 2 patients with reticulosis and in one case with a 
pleural endothelioma good results were obtained. 
Malignant melanoma was not influenced in its course 
at all. Maintenance therapy with N-oxyd-Lost is con- 
sidered valuable for all forms of reticulosis and their 
related neoplasms. Intrapleural administration of the 
compound in one case of bronchial cancer with pleural 
effusion had a very beneficial effect. Likewise, in 
leukemias a beneficial effect was demonstrated on the 
chronic myelogenous types except in terminal cases. 
No influence was noted on the acute myeloblastic 
types of leukemias, while in the chronic form of this 
disease there was a certain improvement. Patients 
with chronic lymphatic leukemia showed only a 
moderate effect from the N-oxyd-Lost treatment. ‘The 
authors believed that their experiences with the 
therapy in leukemic disease were not sufficiently sig- 
nificant. 

Side effects were infrequent. In some cases nausea 
and vomiting were prominent complaints, however, 
they usually disappeared when the dosage was re- 
duced. Antiemetic remedies were valuable in prevent- 
ing these side effects. In one instance tubular in- 
sufficiency of the kidney followed treatment with the 
material. 

In summarizing their experience, the authors be- 
lieve that N-oxyd-Lost therapy is a valuable addition 
to the armamentarium of treatment of hematologic 
neoplasms, but further evaluation of this therapy is 
necessary before final judgment of its efficacy can be 
made. —W. Harrison Mehn, M.D. 


Carcinoid Tumor with Skeletal Metastases. A. Dick, 
A. G. Metrose, W. Sitar, and S. Younc. 7. R. Coll. 
Surgeons Edinburgh, 1957, 2: 209. 


THE SYNDROME which results from the presence of 
functioning carcinoid metastases in the body was first 
recognized in 1952 by Biorck, et al., and consists of 
attacks of flushing of the skin of the face and, less 
frequently, other areas; pulmonary stenosis; hepa- 
tomegaly due to tumor metastases; diarrhea, and 
bronchospasm. Patients with an advanced condition 
exhibit a characteristic, permanent, deep red colora- 
tion of the facial skin. Included in this article is a 
striking color photograph to illustrate this coloration. 

The clinical manifestations of the disease are 
caused, at least partly, by the excessive production by 
the tumors of the hormone serotonin (5-hydroxy- 
tryptamine, called 5HT). Found in excess in the 
blood and in tumor tissue it is destroyed mainly in 
the lungs by the enzyme amine oxidase, and the 
breakdown product, 5-hydroxyindolacetic acid 
(SHIAA), is excreted in the urine. Hence, appropriate 
estimations of blood and urine content can be made in 
order to confirm the clinical diagnosis. 

The course of the disease, reported cases of which 
now number around 50, is usually prolonged but in 
some patients is associated with surprisingly little dis- 
ability. It is important to differentiate in menopausal 
women between the flushes and vasomotor instability 
of this condition and that of metastatic carcinoid. 
About 40 per cent of the reported carcinoids (most of 
these occurred unassociated with the carcinoid syn- 
drome) had metastatic deposits. Apart from trans- 
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coelomic spread the great majority of these secondaries 
are arrested by the filters of the liver and regional 
nodes. Generalized dissemination is late and rare and 
bone metastases are exceedingly rare. Biopsy speci- 
mens often show much histologic pleomorphism and 
diagnosis may be difficult. The failure to demonstrate 
argentaffin granules is not uncommon and “argen- 
taffinoma” is therefore not an appropriate term. The 
suggestion is made that the absence of argentaffin 
granules may indicate a less well-differentiated form 
of tumor or a state of functional exhaustion with 
degranulation in a tumor secreting large amounts of 
serotonin. Serotonin is derived from tryptophane and 
in the presence of multiple carcinoid tumors, as much 
as 60 per cent of the daily ingested tryptophane may 
be diverted into the serotonin pathway. This diver- 
sion is associated with a diminished nicotinic acid 
synthesis and symptoms, such as glossitis and diar- 
rhea, may be expected and do, in fact, occur. The 
authors describe a case of advanced and widespread 
metastasizing carcinoid tumors with osteoplastic skel- 
etal lesions, severe oil involvement, and a lack of ar- 
gentaffin granules in the tumor itself. 
— Sheldon Oscar Burman, M.D. 


The Pigmented Mole and the Malignant Melanoma. 
GeorceE T. Pack. Virginia M. Month., 1957, 84: 111. 


PIGMENTED MOLEs and malignant melanomas occur in 
the corium and within the epidermal layer, but in the 
pattern of the former one can usually trace the con- 
tinuity of the tumor growth to the stratum germinati- 
vum. Melanomas which are located superficially and 
are predominantly intraepidermal are classified as 
superficial melanomas; their prognosis is better than 
for the type which includes invasion of the corium. 
Both benign nevi and malignant melanomas occa- 
sionally differentiate to form abortive, bizarre types 
of end-organ structures which may simulate Meiss- 
ner’s corpuscles. 

The incidence of malignant melanomas according 
to location is such that in the author’s series of 1,225 
cases 22 per cent occurred in the skin of the head 
and neck, 24 per cent on the trunk, 18 per cent on 
the legs, and 9 per cent on the soles. 

These tumors are rarely encountered in the pig- 
mented races, such as the Negro and the Asiatic. 
When a melanoma does occur in the Negro, it is 
found with greater frequency on the soles of the feet, 
in the nail bed, and even in the oral mucosa, regions 
which commonly are not pigmented. The incidence 
of malignant melanoma in those with fair skin of 
delicate texture is disproportionately high. 

In some instances the melanoma appears to develop 
in otherwise intact skin (melanoma de novo), and yet 
it cannot be stated with certainty that nevose cells do 
not pre-exist as their clusters may be of microscopic 
size or insufficiently pigmented. The transformation 
of a mole to a malignant melanoma may occur with- 
out clinical evidence, and metastases may extend to 
regional lymph nodes from an adjacent pigmented 
skin tumor that has all the appearance of benignity. 
On the other hand, when a long existent, pigmented 
mole that has not changed in character suddenly be- 
comes enlarged, increasingly pigmented or ulcerated, 
or bleeds and is attended by localized discomfort or 
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pain, it must be assumed until proved otherwise that 
a malignant melanoma is in the process of develop- 
ment. All nevi which show changes in size or pigmen- 
tation should be surgically excised with a considerable 
skin margin and submitted for microscopic study. 

Multiple primary foci of malignant melanoma have 
been observed in less than 2 per cent of the author’s 
large series of patients. If the pigmented tumor is an 
independent primary melanoma, its origin can be 
traced in continuity to the stratum germinativum; if 
it represents a metastatic focus, it tends to disrupt the 
epidermis. 

One important type of pigmented nevus bears such 
a close resemblance to malignant melanoma that it is 
not always possible clinically to distinguish its real 
identity. These melanotic tumors are found in chil- 
dren up to the age of puberty and have been _— 
nated prepubertal melanomas. They are commonly 
darkly pigmented, smooth, and well demarcated. As 
a rule these tumors do not disseminate and, therefore, 
can be treated in a conservative fashion. However, 
there are exceptions to this rule, and cases of malig- 
nant melanoma with metastases in the prepubertal 
age group have been reported. 

Although the development of malignant melanoma 
during pregnancy is a rare observation (3 instances in 
122,000 pregnancies), the prognosis for this tumor is 
poorer when it occurs in a young pregnant woman 
than when it occurs at other times of life or in the 
male. A bona fide case of placental transmission of 
the malignant melanoma cells from mother to infant 
has been reported recently. 

Postmortem studies on patients dying of malignant 
melanoma disclose the remarkable fact that metas- 
tases to bone occur in 49 per cent, to the heart in 44 
per cent, and to the brain in 38 per cent. With proper 
corrections for the relative incidence of the various 
major varieties of cancer, the melanoma metastasizes 
to the brain more commonly than any other tumor, 
exceeding even cancer of the breast and bronchogenic 
carcinoma. Melanomas often metastasize by the blood 
vascular route, with widespread visceral dissemina- 
tion. The malignant melanoma possesses the ability to 
grow in whatever tissue it lodges and apparently does 
not have the differential selectivity which so common- 
ly characterizes other varieties of cancer. 

Malignant melanoma of the anorectal canal is a 
rare tumor, comprising only 1.25 per cent of all the 
cancers in this region. Nevertheless the prognosis for 
anorectal melanomas is worse than for any other pri- 
mary, regional location of this tumor. Melanomas of 
the anorectal canal, even of the most minute size, 
require a radical abdominoperineal resection even 
more urgently than is indicated for the more common 
adenocarcinoma of the rectum. 

a melanomas occur with greater frequen- 
cy on the vulva and outer third of the vagina than 
they do on the male genitals. Metastases from penile 
melanomas usually appear first in the superficial 
inguinal lymph nodes, and the groin dissection in 
these instances may be of superficial character with- 
out extension above the inguinal ligaments. Melano- 
mas of the vulva, however, must be suspected of 
bilateral inguinal metastases together with involve- 
ment of the internal pelvic lymph nodes. 


A malignant subungual melanoma is more fre. 
quently seen than its ner precursor. Subungual 
melanomas are frequently confused with subungual 
hematomas, chronic paronychial infections, or subun- 
gual hyperkeratoses. Many of these melanomas are 
nonpigmented, and several minor operations are gen- 
erally performed before the true nature of the tumor 
is established. 

The proper study of these lesions requires an exci- 
sional biopsy which removes the suspected pigmented 
tumor in its entirety, including a liberal margin of 
uninvolved skin. If the diagnosis of malignant mela- 
noma is made, a wide sacrifice of the surrounding 
skin, subcutaneous fat, and fascia should be effected. 
Whenever the melanoma is adjacent to regional 
lymph nodes, dissection in continuity should include 
those lymphatic elements. 

The author believes that in cases of melanoma of 
the foot or ankle with metastases to the inguinal 
lymph nodes, or in melanomas of the hand or wrist 
with metastases to the axillary lymph nodes, radical 
amputation of the affected extremities is indicated. 
Only by such measures can all of the intervening 
lymphatic network be removed and with it the danger 
of deposition of melanoma cells and local recurrence 
in the intervening tissues. 

—Earl W. Cauldwell, M.D. 


DUCTLESS GLANDS 


Biageet and Management of Thyroiditis. James W. 
NDRICK. 7. Am. M. Ass., 1957, 164: 127. 

THE AUTHOR reports his experience with 117 patients 
with various forms of thyroiditis encountered in 1,309 
operations upon the thyroid gland; 83 other patients 
with focal thyroiditis in association with diffuse toxic 
and adenomatous goiter and carcinoma of the thyroid 
were seen during this period, but are excluded from 
this report. 

These patients have been classified into two groups. 
The first included patients with acute thyroiditis, sup- 
purative or nonsuppurative in type. The second group 
included patients with chronic thyroiditis. 

Acute thyroiditis usually follows an upper respira- 
tory infection. It manifests itself with tenderness and 
pain over the thyroid gland, hoarseness, local inflam- 
matory change, fever, increased sedimentation rate, 
and spasm of the prethyroid muscles. Six patients with 
acute suppurative thyroiditis were treated. In all 
abscesses developed, requiring surgical drainage. Ev- 
ery patient recovered and none experienced recur- 
rence. Twenty-two patients with acute nonsuppura- 
tive thyroiditis were treated; 17 had unilateral and 5 
bilateral involvement of the thyroid gland. The clinical 
findings were similar to those in patients with the sup- 
purative form of disease. Most of the patients were 
treated by hemithyroidectomy, 2 by bilateral subtotal 
thyroidectomy. 

The incidence of chronic thyroiditis of all three 
types is increasing. Eighty-nine patients or 6.8 per 
cent of the 1,309 patients who had thyroidectomies had 
chronic thyroiditis. 

There were 16 patients with granulomatous of 
giant cell thyroiditis. The disease often followed an 
upper respiratory infection with a sudden onset and 
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marked systemic reaction. The patients felt weak, 
nervous, and tired. The pulse rate was increased out 
of proportion to the temperature. Tenderness, pain, 
hoarseness, and enlargement of the gland were pres- 
ent. The sedimentation rate was increased and the 
basal metabolic rate was decreased. Microscopic ex- 
amination revealed desquamation of the epithelial 
cells with neutrophilic and eosinophilic infiltration. 
Large multinucleated giant cells were present. In 
some glands there was increased fibrosis. 

Hashimoto’s disease or struma lymphomatosa is the 
most frequent form of chronic thyroiditis. There were 
67 patients in this series with this entity. The average 
duration of the disease varied from 2 months to 20 
years. It was associated with a peculiar type of hypo- 
metabolism which did not respond to thyroid medi- 
cation. Goiter, choking or pressure sensations, diffi- 
culty in swallowing, nervousness, fatigue, gain of 
weight, and tenderness were frequent complaints. 
Microscopic examination showed diffuse lymphocytic 
infiltration with lymph follicles varying in size and 
number. There were fewer follicles with some fibrosis. 

Riedel’s struma is an invasive, fibrous type of 
thyroiditis of unknown etiology. There were 6 patients 
with this disease in the author’s series. The gland was 
not usually enlarged and was firm and woody in con- 
sistency. Most of the patients had evidence of hypo- 
thyroidism. There were frequent invasion and infil- 
tration into surrounding muscles and tissues. Histo- 
logic examination showed invasion by fibroblasts, 
inflammatory cells, monocytes, large lymphocytes, 
and plasma cells. 

The 16 patients with granulomatous or giant cell 
thyroiditis were treated surgically. Nine were treated 
by hemithyroidectomy and 7 by bilateral subtotal 
thyroidectomy. Thyroidectomy was performed in 67 
patients with Hashimoto’s disease or struma lymph- 
omatosa. The author presently believes that all of the 
patients should have subtotal thyroidectomy because 
of the great likelihood of future recurrence. Hemithy- 
toidectomy was performed for Riedel’s struma if uni- 
lateral. If the disease was bilateral, it was treated by 
the decompressive operation described by Lahey. 

There was no operative mortality in this series of 
patients. The complications were few. Preoperative 
paralysis of the vocal cords persisted after operation. 
Laryngeal edema developed postoperatively in 6 
patients, none requiring tracheostomy. Transient 
tetany developed in 3 patients. Hypothyroidism was 
common both before and after surgical therapy. 
Antithyroid drugs, corticotropin, and cortisone offered 
no relief to the patients. The author has given up the 
use of radiation therapy in Hashimoto’sstruma. Aspira- 
tion biopsy has also been discontinued by him. 

—Donald C. Geist, M.D. 


Preliminary Experiences with Transplants of Cul- 
tured Parathyroid Tissue in Hypoparathyroidism. 
Rozerto F, Escamitia, C. Henry Kempe, 
Crane, Leon and S. GorDAN. 
Ann. Int. M., 1957, 46: 649. 


Tue symptoms of hypoparathyroidism are more or less 
controlled by substitution therapy, employing agents 
as vitamin D, calcium salts, A. T. 10, benemid to 
promote phosphorus excretion, thyroid extract, and a 
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low phosphorus diet. Parathormone, the injectable 
parathyroid extract, is frequently used but has a 
tendency to promote the formation of antibodies with 
subsequent development of an antihormone effect. 
Any form of substitution therapy must be continued 
indefinitely and is not always completely successful. 
With an eye to regulate the symptoms of hypopara- 
thyroidism by the natural hormone, numerous at- 
tempts were made in the past to transplant parathyroid 
tissue into those afflicted with this condition. 

P. J. Gaillard transplanted fetal parathyroid tissue 
into 34 patients after 9 to 14 days of adaptation in 
tissue culture. There were 7 successful cases in this 
series with improvement lasting more than a year. 
This article, in the form of a preliminary report, was 
stimulated by Gaillard’s results and the implants were 
prepared by an adaptation of his method. This method 
of tissue culture is described in detail. 

A satisfactory “take” of an implant should result 
in complete relief of the symptoms of hypoparathy- 
roidism plus maintenance of normal serum calcium 
and phosphorus levels without the use of antitetany 
drugs. The success of viable grafts is probably depend- 
ent upon the degree of the immunologic response of 
the host tissue to the transplant. The antigen-antibody 
reaction in the recipient, which causes the rejection 
of any transplanted tissue, will most likely need some 
— before successful implants can be pre- 

icted. 

This report details the case histories of 11 patients 
with surgical hypoparathyroidism in whom living 
parathyroid tissue was implanted on 14 occasions. 
There were definite “takes” in 2 patients with al- 
leviation of symptoms in one patient for 19 months 
and partial control in the other for 13 months. The 
latter case was on an extensive therapeutic regimen 
preoperatively but required only oral calcium follow- 
ing the transplantation. There were 6 patients who 
exhibited transient relief following the implantation 
for periods of from 1 to 6 weeks. The material used 
for implants consisted of fragments of fetal parathy- 
roids and, subsequently, of parathyroid adenomas, 
1 mm. or less in diameter. The fragments were grown 
in tissue culture and gradually adapted to the re- 
cipient’s serum before the implantation. Between 13 
to 80 fragments were implanted at each operation. 
The results obtained with parathyroid adenoma tis- 
sue were quite similar to those which followed the 
implantation of fetal tissue. 

— james H. Holman, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Advances of Modern Surgery; ee to Small 


Hospitals (Wie lassen sich die Errungenschaften der 
modernen Chirurgie fuer kleinere Krankenhaeuser 
nutzbar machen? ). Gzorc Maurer. Langenbecks Arch. 
u. Deut. &schr. Chir., 1956, 284: 264. 


IN ANSWER to a questionnaire submitted to a number 
of small rural hospitals it was found that anesthesia 
was administered in only 28 per cent of the cases and 
primarily by nurses in 6 per cent. This condition 
should not exist. Of several possible solutions, perhaps 
the best is the use of physician anesthetists on a part 
or full time basis. 
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Blood transfusion was carried out extensively. How- 
ever, in 10 per cent of the cases there was no cross- 
matching of the blood and in 6 per cent the Rh factor 
was not determined. It would be advisable therefore 
that the O, Rh-negative type of blood be always 
available to keep the danger of Rh-sensitization to a 
minimum. 

Modern anticoagulant therapy of thrombosis and 
embolism is so effective, important, and economical 
that no hospital, even the smallest, can afford to neg- 
lect it. 

The introduction of sulfa drugs and antibiotics 
makes bacteriologic examinations mandatory. Modern 
practice requires good laboratory facilities. However, 
only 68 per cent of the small hospitals queried had a 
medical technician, and in almost half of the hospitals 
sodium and nonprotein nitrogen values were not de- 
termined. 

Hospital chiefs should insist on an adequate electro- 
cardiographic examination of the patients. Preopera- 
tive cholangiography was carried out in only 25 per 
cent of the cases and arteriography in 35 per cent. 
Although traumatic surgery of the extremities was 
carried on extensively, there was an insufficient num- 
ber of physiotherapists available for adequate follow- 
up of the patients. 

It should be made clear that the citizen has the 
right to the best possible medical care. The main- 
tenance of modern surgical standards in a small hos- 
pital requires an adequately paid medical, nursing, 
and technical staff. There should be one nurse for 
every 7 patients during the day, and one for every 50 
at night. Additional help is required to substitute for 
those on vacation or performing other duties. Obvi- 
ously, the plant, the operating rooms, and the x-ray 
equipment must be up to modern standards. Hospital 
planning should be on the state level to avoid building 
economically unsound hospitals, which could not pro- 
vide optimal medical care to the patient. The question 
arises whether it is not wiser to build a network of 


excellent highways and several major medical centers 
(strategically located), than to ‘hypermodernize” 
many small institutions. 

—Sidney Smedresman, M.D. 


EXPERIMENTAL SURGERY 


The Experimental Production of Coronary Artery 
Insufficiency and Occlusion. Jack Litvak, Lamsros 
E. Smerives and ARTHUR M., VINEBERG. Am. Heart 7., 
1957, 53: 505. 


THE AUTHORS have succinctly described and presented 
a method of gradually occluding the main branches of 
the left coronary artery as a means of creating a more 
realistic type of coronary artery insufficiency. The con- 
striction of the vessels is brought about by the actual 
luminal expansion of the casein plastic sleeve, the 
fibrous tissue reaction in the tunica adventitia, and the 
hyperplastic involvement of the medial and intimal 
tunicae. Further in vitro tests have been done using 
glycerin, as well as petrolatum-coated casein plastic 
sleeves, which proves that the rate of expansion may 
be slowed, as desired, for the purposes of future in- 
vestigation. 

The serial electrocardiographic studies correlated 
favorably with the patho-anatomic results and sug- 
gested that myocardial ischemia, injury, necrosis, or 
derangement in the excitability and conductivity re- 
sulted from the gradual vascular occlusion. It is sur- 
mised that in most of the dogs (9 of 12), the occlusion 
was capable of producing a “‘mechanism” death (ven- 
tricular tachycardia, fibrillation, or asystole). In 2 of 
the others, death occurred from myocardial failure 
presumably and, in the last one, from rupture of the 
left ventricular myocardium. 

The authors believe that their method of producing 
gradual coronary artery insufficiency provides a more 
thorough and objective means of evaluating myocar- 
dial revascularization procedures. 

—Robert Turell, M.D. 
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